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FEBRUARY, 1932 





The Archbishop’s Greeting 


California, Arizona, and Nevada Conference, C. H. A. 


Most Reverend E. J. Hanna, D. D. 


O all who look after the poor and the sick and 

to those who come from afar also looking after 

the needs of those who have fallen out of the 
ways of life, we wish this morning a hearty welcome.* 
San Francisco always loves to bring within her pre- 
cincts those who come from afar, but her welcome is a 
real welcome when those who visit us are engaged in 
some great and noble work; a greater work and a 
nobler work than yours one can hardly conceive. So 
you have this morning a welcome from San Francisco 
and a double welcome from us because of your work. 

In your day and generation the hospital has assumed 
a place in the lives of our people that it never had 
before. Some of you could also remember, I am sure, 
when in the older days to talk of a hospital would 
scare the life out of almost anybody. I remember of so 
often going, when I was younger, to look after the 
poor. When it was necessary for me to tell them they 
ought to go to a hospital, they would look at me so 
beseechingly and ask me not to send them there. You’d 
think that to go to a hospital, in their own poor minds, 
was almost a sentence of death. 

But times have changed and the care of the sick and 
those that were fallen out of life’s ways has changed 
in a thousand ways. The care of the sick and of these 
unfortunates is best done in a hospital. Our work is 
grown to such proportions that it seems to be a greater 
part of the life of every community than in all times 
past. 

We have a special reason in Catholic circles for car- 
rying on these institutions, not only because it is a 
work of mercy, and we are dedicated unto the kindly 
work of mercy, but particularly because our own 
people feel so happy under the care of Sisters. 

Those that are not of our faith feel the same some- 
thing, and that something is what makes our hospitals 
different from any others. There is a secret something 
in the care of those in need that no one can learn save 
one who is touched by Christ. In our hospitals, dedi- 
cation to Christ is first and dedication to Christ is per- 
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manent. We see in those who come to us not only God’s 
image but we see the image of Christ, and as He bent 
low to care for them, so do we. That service which to 
others seems so repulsive becomes to us a joy, because 
in the poor, in the sick, in those who need, we see the 
image of God and of Christ. 

So our inspiration is higher and nobler than that of 
others and where inspiration is high, service ought to 
be always more permanent. And then not only do we 
work as we did in times past, each group singly, but in 
these days of perfect organization we gather our forces, 
compare notes, and learn from one another. We learn 
how to build better; we learn how to care for the sick 
better ; we learn how to govern those in our homes bet- 
ter; we learn all these things by gathering together and 
by association, helping not only one another but form- 
ing in seried array a greater and a bolder front for the 
carrying on of the great Catholic work in hospitals. 

Oh, how often in our hospitals come men and women 
who need God, who need Christ so much, who have 
fallen out of the Christian dispensation altogether! 
How often we gather them together in the kindly way 
we have and bring them back to a better and higher 
realization of life and let them go out new, not only in 
body, but also in soul. Anyone who looks upon our 
hospitals as simply places of care and helpfulness for 
the sick misses half of the mighty work that is done 
upon the souls of men. When the souls of men are quiet 
and at peace it is easier to help the wounds that sick- 
ness inflicts upon the body. 

So we come this morning to welcome those 
afar. We come to bring the welcome of the Sisters who 
have consecrated themselves to such noble work. After 


from 


all, we can learn one from another, and by closer asso- 
ciation we come to a higher plane of perfection in our 
work. 

Finally, it gives the archbishop not only pleasure 
but fills him with joy to know that among the great 
institutions of cure in the United States, our Catholic 
hospitals range among the very first. We feel that 
under the direction of the Sisters, the nursing corps in 








40 HOSPITAL PROGRESS 


every hospital grows better. Although our exactions are 
great at times and we do ask much of the young 
women who come to help our work and dedicate them- 
selves to our service, we cannot but remember also that 
the nurse is a part of the cure; that she is associated 
with the doctor, and as it is his care to bring health, 
so it is hers also. All the qualities of kindliness and 
skill that a doctor needs, the nurse also needs. 

We have every reason to be grateful for the work 
that is being done throughout our nation. We have 
every reason to be grateful for the work that is being 
done by us. We have every reason to bless the Sisters 
and their hospitals and, above all things, to bless this 
organization of our Sisters. In gathering together and 
telling one another all that ought to be known of this 
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great work of cure, they are not only rendering a great 
service to humanity but they are also placing the name 
of the Catholic Church where people must recognize its 
great import. 

We have come across two thousand years and have 
picked up all that is great and glorious on the way 
down, but there is no chapter more glorious in our 
whole history than the chapter of kindly help that has 
been rendered by women consecrated by God to those 
who need it in every walk of life. 

Blessings on you all. Blessings on your work; and 
may your dream of perfection be fulfilled. May the 
blessing of now always be yours. This is the blessing 
of your archbishop at the beginning of your convo- 
cation. 


Ideals in the Surgery 
A. S. Musante, M.D. 


topic to consider at a conference of Catholic 

hospitals, directed, as they generally are, by 
sacrificing Sisters, whose godlike endeavors constitute 
the apotheosis of service to the sick and injured.* The 
idealism uppermost in their lives, dedicated perma- 
nently by the sacred vows of poverty, obedience, and 
chastity, to the glory of God and the relief of God’s 
creatures, with only the hope of a reward in the life 
to come, marks their work with a divine purpose and 
sets an example that should be approached by all oth- 
ers who labor with or under them. They succor to reap 
eternal happiness; the rest of us principally to gain a 
livelihood. That is why they should not, can not and 
do not close their eyes to gross incompetence or habit- 
ual inebriety on the part of the doctor, nurse, or any- 
one else to whose hands the proper care of the sick is 
intrusted. That is why we find Catholic, Protestant, 
and Jewish patients who are often willing to enter only 
a Sister’s hospital, as well as the foremost non-Cath- 
olic surgeons of the world, like the Mayos, so imbued 
with admiration for the qualities of these Sisters that 
they are more than content to operate in the hospitals 
of the religious orders. 

And if these institutions are to be ideal, where more 
than in the personnel and materials of the surgeries 
should we look for the optimal conditions for relieving 
the suffering ? The surgery is the most dramatic section 
of the hospital and is at times significantly referred to 
as the “operating theater” of the institution. Here, 
“all the world’s a stage and each must play his part.” 
Tense situations, often under overwhelming conditions, 
make for tragedy, comedy, or success, but the proper 
esprit de corps must always animate the rdle that each 
assumes. Here doctors and nurses are called upon for 


S URGICAL ideals are manifestly an appropriate 
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their quickest entrances and exits, the outcome for the 
patient depending a great deal upon the wisdom, fore- 
sight, and alacrity with which they act. Here the stage 
can be properly prepared or not, the surgeon in the 
leading role, master of a difficult situation or not. So 
much depends upon proper judgment and codperation. 
My own experience leads me to the conclusion that the 
nurses use more care in doing their duty than the doc- 
tors; the latter understand. much better what should 
be done, although they do not always do it. 

Ideally, nothing is more important than that the 
patient shall have a clear intimation of the need of his 
operation and be thoroughly prepared in body and 
soul for what is to follow. It is assumed that the sur- 
geon has made the careful investigation that is re- 
quired to arrive at a correct diagnosis and treatment, 
resorting to consultation if the case is puzzling or seri- 
ous. We must not merely be mechanical operators, but 
surgeons, so as to determine when operations are not 
indicated, as well as when they are. Urgent operations 
at times do not permit of prolonged and elaborate in- 
vestigation, but so-called “operations of choice’ must 
be weighed meticulously to determine whether an op- 
eration offers the best opportunity for relieving the 
patient or whether it may not add more symptomatol- 
ogy to complicate the case. After having decided care- 
fully that an operation is necessary and after having 
received proper authorization for the same, certain pre- 
liminaries to the procedure should be understood be- 
tween the surgeon and nurses. Even the hour for start- 
ing should be more definitely stated than it often is at 
present. The hour stated should mean either the time 
at which the doctor arrives in the surgical suite, or 
when the anesthetic is to start or when the operator is 
scrubbed, has his gown and gloves on, and is ready 
with scalpel between his fingers to make the required 
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incision. As different hospitals mean different things 
when they set a time for an operation, this ambiguity 
often penalizes those who come early and rewards 
those who are late. Probably the best rule is that of 
many Eastern and European hospitals; namely, to 
set the hour as the time when the patient, surgeon, 
anesthetist, and nurses are to be ready for the admin- 
istration of the anesthetic. Besides informing the sur- 
gical nurse of the operations to be performed, any 
special instruments and other materials which may be 
needed are asked for sufficiently early to enable the 
assistants to procure them. Every surgical supervisor 
should familiarize herself with the Catholic Surgical 
Code, so as to know what operations are unethical and, 
therefore, not to be performed (1).7 

The anxious mind of the patient on his way to the 
operating room should be relieved by the greeting and 
moral support he receives from those who come into 
contact with him. The sight of people with their faces 
masked and otherwise dressed like ghosts and the 
sound of rattling instruments do not add to the poise 
of the patient. “I’ve seen them going to the operation 
room in a condition almost of nervous collapse,” says 
Dr. A. C. Reed (2), of Mary’s Help Hospital, “and a 
few words would have allayed that fear.” 

We shouid be careful not to discuss the patient’s 
case, especially when he is under local or spinal anes- 
thesia or in the early stages of general respiratory an- 
esthesia, as the patients often hear all that is going on. 
Secrecy of the findings in the case, if embarrassing, 
must be preserved and no information be given to 
relatives or friends, except by the doctor in charge, and 
then only tactfully. 


Materials of Surgery 


What are some of the requirements that must be 
considered in preparing for a properly performed sur- 
gical procedure? First, as to the location of the entire 
operating suite, it is preferable to have it on the top 
floor of the building, farthest removed from street dust 
and noise, where the best daylight is obtainable and 
where it is less in evidence to patients. In many fine 
hospitals in this city, in the East, and in Europe, how- 
ever, it is not so situated. The number of component 
rooms will vary with the needs of the place, but there 
should be separate operating rooms for “clean” and 
“pus” cases to avoid cross-infections. 

The main operating room is the most important one, 
as here the difficult work is performed. It should be 
large enough for the necessary tables and other equip- 
ment, without crowding, and allow for the quick move- 
ment of the attendants and visitors. A stand or amphi- 
theater seats for spectators properly robed and author- 
ized to be present, is desirable for teaching purposes. 
This room should have the maximum amount of day- 
light, without glare, and one side, preferably the north 
to avoid direct sunlight, should be practically all win- 
dow. Light green or gray walls, or wainscot, suggested 
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in 1907 by the late Dr. H. M. Sherman (3), of St. 
Luke’s Hospital of San Francisco, are now generally 
used to diminish the eyestrain caused by lighter colors. 
Artificial light is indispensable to illuminate the deep 
operative field, and a focused, overhead circle, adjust- 
able stand, and a sterilized hand light are needed. 
Optimal room temperature and ventilation, without 
drafts, must also be provided. 

Other smaller operating rooms are usually included 
in all surgical floors. Special rooms are usually pro- 
vided for eye, throat, and cystoscopic examination, all 
having X-ray service near by. Special rooms also are 
provided for plaster work, anesthesia, post-anesthesia 
recovery, hand scrubbing, sterilization, doctors’ and 
nurses’ clothing, the nurses’ preparation room and the 
storage room. A small laboratory for the examination 
of specimens, especially frozen sections, is desirable. 
Explosive anesthetics should be placed in cylinders or 
cans and stored in a dry, well-ventilated room, but not 
in the operating room, and accidents must be guarded 
against by explosion-proof motors for anesthetic appa- 
ratus, for the fans and electric lights (4). Smoking, the 
use of cauteries, and flame or heat sparks must be 
eliminated. Even combining ethylene and_nitrous- 
oxide gases will cause an explosion. 

The manner of diverting the mind of the conscious 
patient from his operation should be touched upon 
here, although a long, interesting discussion cannot be 
indulged in. Dr. J. A. McGlinn (5), professor of gyne- 
cology of Jefferson Medical College, last year con- 
cluded that music best fulfilled the requirements with- 
out interfering with the operation. Those interested 
will find his summary startling and learn how, he says, 
the musical motif can be changed to suit the taste of 
the patient. “Music has been used from untold ages 
during childbirth and operations,” he says, “not to 
scare away devils but to divert the mind of the sufferer 
from torments of fear and pain. Many operators in 
modern times have and do use music in the operating 
rooms.” So it would seem that you, Sisters, must soon 
be prepared to extend your musical talents and inge- 
nuity in the surgery, so as to produce the “soft, sooth- 
ing, melodious music most acceptable to all patients.” 

Passing now to the patient’s medical and surgical 
preparation for operation: this varies so much that 
those having a preference for certain details should give 
special directions, otherwise the routine procedures 
of the hospital, which are generally accepted as well 
founded, are used. Preoperative purging is being used 
less and less and hypnotics and sedatives are taking its 
place. The skin disinfection is done in the patient’s 
room or in the surgery or partly in both. Destruction of 
the epidermis and production of untoward systemic 
effects in thyroids with iodin or any substitute should 
be guarded against, especially with children. The ster- 
ilization of the operator’s hands also differs in hospitals 
and individual preferences should be requested in time 
to be arranged for; similarly, with the choice of wet 
or dry rubber gloves. 
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The operating table should be equipped so as to 
provide the usual positions of surgery. Shoulder sup- 
ports and elevation of the biliary region should be ob- 
tainable. Other accessory tables, which can be easily 
moved about, are needed for instruments, ligatures, 
gowns, sheets, towels, sponges, pads, drains, gloves, 
etc., and one across the patient for articles in imme- 
diate use. Sponges should be counted before and, 
again, toward the end of the operation, previous to 
closure. Outer dressings and abdominal binders or 
adhesive straps must be ready. There should be on 
hand, when necessary, crinolin and plaster bandages, 
felt and cotton pads, drainage material, a workable 
suction instrument or aspirator, the electrocautery 
(the last two being implements which seldom function 
when you want them to), and adequate instruments 
for all operations and examinations. There must also 
be quickly accessible all kinds of ligature and suture 
material, metal clips, tourniquets, boric-acid solutions, 
normal salt and other appropriate solutions, iodin, 
phenol, and alcohol — in short, all the surgical armo- 
mentarium that may be needed for immediate utiliza- 
tion. Of course, no matter how complete the supplies, 
there will always be surgeons who — often habitually 
— want something else that is not on hand and fre- 
quently, when it is finally obtained, they will discard 
it and use one of the articles that was offered origi- 
nally. Who has not seen the operator who, when shown 
three or four rubber tubes for drainage, calls for some 
size in between these and when, after much fuss and 
anger and swearing, it is procured, uses one of the 
tubes first supplied ? 

The preparatory “set-up” of the operating room it- 
self is in charge of the surgical nursing staff and the 
punctilious detail of this procedure should be and is 
carefully guarded under the strict supervision of the 
head surgical nurse. Nurses not accustomed to the 
sight of blood should not assist at operations until they 
have gradually become used to it and are not, there- 
fore, liable to the fainting one sees occasionally in the 
surgery. An aseptic surgical technique will be devel- 
oped by the codperation of the doctors and nurses and 
a study of all postoperative infections must be made 
with the pathologist until the adequate finesse is de- 
veloped. Although the method used is standardized for 
simplicity and effectiveness, this should not be car- 
ried to the extreme of destroying the individual pref- 
erence of surgeons of recognized standing. Nor should 
we imagine that the various steps we use in America 
are carried out in Europe. Repeatedly — almost rou- 
tinely —I have seen world-wide surgeons in Guy’s 
Hospital and other institutions of high standing wash 
and sterilize their hands and then put on their caps. 
How could they keep from contaminating the hands? 
In the Broca Hospital of Paris, I have seen what would 
be considered a terrible faux pas in the matter of 
changing and using only sterilized gloves for successive 
operations. And, still, these people often get better 
results. than we do! 
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During the course of the operation, the essential 
steps in the procedure and findings are dictated to the 
anesthetist and later checked by the surgeon, as these 
notes are valuable for reference. Every specimen re- 
moved is labeled immediately, as are cultures also, and 
sent at once to the laboratory. 


Proper Survey — Safety Measures 

Consideration of the ideal method of investigating 
the patient under operation, so as to ascertain that 
there is no contraindication, by a thorough survey of 
all the pathological symptoms, should at least be men- 
tioned here. With several doctors present, it certainly 
devolves upon them to do this. The procedure con- 
cerns the nurses insofar as such a review may make 
necessary some operation not anticipated. Similarly, a 
procedure may be in order as a result of an operative 
injury to the bowel in a laparotomy or any other false 
step, suddenly bringing about the need of needles, 
sutures, and other materials not anticipated. Special 
instruments for a full investigation of suspected lesions 
are usually on hand. In the Lahey Clinic of Boston 
(6), all cases of jaundice are explored for stones in the 
common duct, especially when the ducts are small and 
do not entirely block the bile. To avoid an almost cer- 
tain reoperation for these conditions, special sounds 
and spoons are required to be on hand. 

If the doctor finds conditions present which were 
not expected or if during the operation often unavoid- 
able injury occurs, all possible speed and care to meet 
the situation are in order. The surgeon often decides 
it is better judgment to leave a pathological condition 
for a later and safer time. Similarly, in serious and 
complicated procedures, it may be necessary to make 
an emergency termination of a case. Here Murphy but- 
tons, often unobtainable in the hospital, are needed 
and it is well to have several sizes ready. In pylorec- 
tomy operations, to be followed by gastroenterostomy, 
the surgeon may well reverse the usual steps if the 
disease permits and do the gastroenterostomy first so 
as to be able to “back out,” leaving conditions com- 
patible with life. I recently saw a patient upon whom 
a partial gastrectomy was followed by collapse and his 
condition was too bad to permit a gastroenterostomy. 
He would probably have survived a preliminary gas- 
troenterostomy alone and, later, after getting relief 
from his new stomach outlet, might have been success- 
fully submitted to the removal of his obstructing 
pylorus. Dr. Emmet Rixford has often insisted upon 
this point in his colloquia at the San Francisco Hos- 
pital. “Plan your steps as well as you can to enable 
you to retire with as much safety as possible if neces- 
sary,’ he says. Nurses generally recognize these des- 
perate cases and can be, and usually are, helpful in 
meeting the hazards. 

“The ‘surgery of safety’ as Matas terms it, is after 
all a relative matter, and this fact cannot be empha- 
sized too strongly to those . . . who are affected with 
pruritus operandi and make few distinctions between 
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operations of election and operations of necessity” 
(7). 

Safety in operations is an ideal guide at all times 
and the more we observe it the lower will be the surgi- 
cal mortality. Saline, glucose, and acacia solutions and 
blood transfusion before, after, and during operations 
are often required and most surgeries are prepared for 
them, especially if advised in advance. Appropriate 
anesthesia must be used as well as ideal operations, 
based upon the principle of safety, as exemplified by 
Mikulicz’s operation for intestinal tumor. 

I close by acknowledging the great debt that the 
operator owes to the ideal surgical nursing staff, es- 
pecially the religious and professional director in 
charge. May the surgeon worthy of the name be always 
skillful, gentle, and kind; these qualities are 
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as essential as self-control and an understanding of 
human nature. May God grant that the doctor of 
today will do more than operate upon the tissues of 
the patient, that he will restore him to new confidence 
and renewed hope and faith in his ideal outlook upon 
life after the operation! 
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Nursing Administration and Service 
Sister John of the Cross, R.N. 


EVER before have I had such an opportunity 
to express myself on the many interesting 
phases of nursing adminstration which are in- 

volved in the title of this paper.* In fact, I have had a 
more or less difficult time to keep from metaphorically 
drowning myself, but despite the fact that my swim- 
ming abilities as well as my first-aid abilities in ren- 
dering care to the drowning are extremely limited, I 
am asking you to go with me through some of the 
major phases of the sea of nursing adminstration, 
hoping that my meager contribution may be a stimulus 
to further action and thought for some and an aid for 
others. 

Nursing Administration and Service is a big topic 
— too big to be adequately covered in the short time 
at my disposal, so I shall endeavor to put before you 
as graphically as I can some of the major activities for 
which the nursing administration is responsible and to 
dwell for a short time on only one phase, but a very 
important phase of these activities, staff education and 
development, especially in relation to the secular grad- 
uate on general duty. 

Lillian S. Clayton has said, “that the success of our 
schools depends upon a few basic principles: first, 
effective organization of the hospital and school; sec- 
ond, efficient administration; third, individual profi- 
ciency of the personnel; fourth, a proper budget and 
its wise use” (1).+ 

These four fundamental principles are included in 
the report of the subcommittee on staff education of 
the N. L. N. E. as given by Effie J. Taylor, Professor 
at Yale School of Nursing, at the League convention in 
Atlanta, last May. This report contains some very in- 
~ *Read at the California, Arizona, and Nevada Conference, C. H. A 


tFigures in parentheses refer to the bibliography at the end of this 
article. 


teresting information regarding the activities which 
form a major part of the duties and responsibilities 
involved in the administration of schools of nursing. 
The list of activities “seems to be fairly comprehen- 
sive” and I’m sure will prove to be a very thought- 
provoking one. The list, divided under four main head- 
ings and many sub-headings, reads as follows: 


I. Activities involved in the Organization and Administration 
of the Nursing School and Nursing Service 


1. Activities concerned with the determination of aims, 
standards, and policies of the nursing school and nursing 
service. 

2. Activities concerned with the organization of the nurs- 
ing school and nursing service. 

3. Activities concerned with the general government of 
the school and nursing service. 

4. Activities concerned with housing and living conditions 
of students and employed personnel. 

5. Activities concerned with the health of students and 
employed personnel. 

6. Activities concerned with the nursing care of the patient. 

7. Activities concerned with the hospital and school plant 
and with supplies. 

8. Activities concerned with the financial and _ business 
management of the school and nursing service. 

9. Activities concerned with correspondence, publications, 
and publicity (2). 


II. Activities concerned with Planning and Carrying Out the 
Programs of Instruction 


1. Studying the needs, abilities, and educational founda- 
tion of those who are to be taught. 

2. Preparing the curriculum as a whole. 

3. Mastering the subject matter to be taught. 

4. Planning subject matter to be taught in individual 
course or units. 

5. Selecting and organizing subject matter (including 
content of practical experience). 

6. Teaching subject matter. 
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7. Making assignments and providing facilities for study 
and practice. 

8. Teaching students to study and practice. 

9. Investigating and evaluating students’ needs, abilities, 
and achievements in relation to instruction. 

10. Activities involving contacts with students in relation 
to instruction. 

11. Activities involved in records and reports concerning 
students (not including records of admission and office 
records). 

12. Activities involved in providing adequate sources and 
materials for study and practice. 


III. Activities concerned with the personnel of the school and 
hospital and graduates of the school 

1. Principal individuals and groups with whom codpera- 
tive relationships are established and maintained. 

2. Typical activities involved in interdepartmental rela- 
tionships. 

3. Activities involved in the selection, employment, and 
supervision of graduate nursing staff and other employed 
personnel. 

4. Activities involved in admitting, classifying, and grad- 
uating students. 

5. Activities involved in extracurricular activities of the 
school. 

6. Activities in relation to graduates of the school. 


IV. Activities concerned with Professional and Personal Im- 
provement and Community Relations 

. Making professional contacts. 

. Seeking for improvement in professional preparation. 

. Seeking to improve professional status. 

4. Helping to establish cordial relations with members 
of the community. 

5. Codperating in community activities. 

6. Contributing information and assistance to community 
groups. 

7. Helping to secure codperation and assistance from 
community and from influential citizens in supporting the 
work of the hospital and 

8. In supporting the work of the school, etc. 

9. Helping to improve the standards and service of the 
nursing profession. 

10. Providing for personal welfare, and in developing and 
exercising desirable traits (3). 

It seems to me that the solving of problems faced by 
the nursing administration would be greatly facili- 
tated if each executive under whom the nursing ad- 
ministrator worked would study these comprehensive 
activities and, as a result of study, obtain a more 
understanding appreciation of the duties and responsi- 
bilities carried by the nursing-school staff. Because of 
such understanding, codperation would be more effec- 
tive for reaching and maintaining ideals and standards. 


Whe —& 


Developing the Lay Nurse 


Perhaps one of the most important phases of nurs- 
ing administration which we, as Catholic administra- 
tors, should consider, is the development of the indi- 
vidual staff member of our lay nurses’ group on gen- 
eral duty in the hospital. What are we doing to stim- 
ulate the young women who are acting as assistants 
in various departments of the hospital ? Since our Holy 
Father has more than once insisted upon Catholic lay 
action in the general affairs of life, do we not have a 
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special duty to develop leaders in our profession, as 
well as the teachers in our Catholic colleges and uni- 
versities have the duty to develop leaders in the teach- 
ing and other fields of human service? Just what are 
we doing or planning to do for the young graduates? 
Are we doing our utmost to encourage “hem in joining 
their professional organizations? Are we giving them 
the opportunity, and stimulating them to accept the 
opportunity, to develop themselves academically and 
professionally ? Do we realize that nurses are people 
and as such they stand in need of a helping hand, an 
understanding of their needs, of their desires for ad- 
vancement, of their capacities ? 

William James has said that “the plain fact remains 
that men the world over possess amounts of resource, 
which only very exceptional individuals push to their 
extremes of use.” 

“The average man,” says Gowin, “only at rare inter- 
vals when under the required stimulus rises to his full 
capacity, from which, as a rule, he descends quickly to 
his usual level of accomplishment. Yet the heights of 
activity thus momentarily attained are as an inspiring 
vista of what the self should be, and the attainment of 
the higher level permanently constitutes a very prac- 
tical problem which the business man may solve for 
himself” (4). 

Looking at this problem from a purely mercenary 
standpoint, it is good business. Any business executive, 
who understands human nature, will tell you that the 
development of the men working for the concern, the 
opportunities placed within their reach, almost without 
fail bind the men to a greater interest in the concern 
and a greater love for it. 

J. Ogden Armour, when asked how he developed 
men, replied, “Why, they developed themselves. I gave 
them a free rope and a long one. If they were too small 
for their jobs, they got tangled up in the rope and it 
tripped them. If they were too big, they fashioned the 
rope into a ladder and climbed higher. If I don’t trust 
a man, I don’t give him responsibility; if I do trust 
him, I let him alone. I want my men to think for them- 
selves. I want them to come to me with a decision, not 
for a decision. I expect them to handle their jobs as 
they see fit, knowing they will have to answer to me 
for results” (5). 

Mr. Schwab has said that “the real test of business 
greatness is in giving opportunities to others.” He also 
said, “If you want anything well done in life, don’t 
engage a man of great reputation to do it; get a man 
who has his reputation to make; he will give you his 
best individual undivided effort” (6). 

Exceptional achievement follows hard upon excep- 
tional stimuli; or stated in terms of social environ- 
ment, results from unusual incentive. Monotonous en- 
vironment produces listless men; but a stimulating 
social system, like a beautiful landscape, charms 
through its variety” (7). 

Returning again to consider this problem from the 
professional standpoint, is it not our duty as profes- 
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sional women to do all in our power to raise the edu- 
cational and practical standards of our profession? 
And is not stimulating the individual graduate to ad- 
vance herself both academically and professionally, a 
very practical means of raising these standards? And 
is it not also a very practical means of developing the 
qualities of leadership, which in many cases are lying 
dormant because of the lack of stimulus? 

As a suggestion toward developing these young 
women who work with us — why not weekly or at least 
monthly conferences of the department heads and 
their assistants? By means of these conferences we 
cannot only stimulate the group but we have an excel- 
lent opportunity to learn who have the qualities of 
leadership and build on these qualities. “Successful 
administration,” says Effie J. Taylor, “depends upon 
a thorough knowledge of the rules of the game; and 
understanding of how to codperate and make others 
codperate ; how to codrdinate the efforts of the group; 
how to delegate responsibility and detail and yet keep 
in touch with fundamental and salient situations ; and 
know where to go for minutae; how to look ahead and 
plan for future developments; how to see something 
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in the future when the signs are in the embryo; how 
to direct and make use of group thinking; in reality 
administration is leadership, and good leadership is 
dependent upon capacity and education” (8). 
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Ward and Departmental Supervision 
Sister Dolores, R. N. 


recorded, the sick are the reason for the existence 

of the hospital, and the primary function of the 
hospital, is to care for the sick.* The knowledge and 
skill which are the contribution of the past, must be, 
and are being applied scientifically and sympatheti- 
cally to his care. The hospital is a composite of all 
the departments. These may be segregated into definite 
units, the medical, surgical, obstetrical, pediatric divi- 
sions or the operating room, diet laboratory, and out- 
patient department; but each division or department, 
each ward is the hospital in miniature. 

All the factors concerned with administration and 
teaching of the institution as a whole are to be found 
in each department in miniature, and all the qualities 
requisite for an administrator, an executive, and a 
teacher must predominate in the supervisor of the 
division. Moreover, she must possess a knowledge, 
theoretical and practical, of the procedures and prob- 
lems which are peculiar to her special field of action. 

One of the essential qualities of a supervisor is the 
power to inspire others to see the situation through 
her eyes, and thus to regard orders, not as mandates, 
but as directions and guides. The supervisor must 
know the workings of her department. She is respon- 
sible for the intelligent service of the sick and the 
teaching of the students. She leads, and the leader 
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must know the field theoretically, and understand the 
practical experience of working. 

In the past, teaching in the wards, did not always 
receive the attention, which is rightfully given in the 
present-day method. The necessity of correlation of 
theory and practice, that is, actually practicing what 
was taught, was but rarely realized, and much less 
emphasized. Today, it is the outstanding feature of 
modern teaching. It is frequently said that people 
want to see results —if they give money for a pur- 
pose, they desire to know what benefit has been de- 
rived and who the beneficiaries are. Since nursing 
offers concrete results from work, our plan of educa- 
tion should be such, that the nurse may derive results 
rich in educational value. 

Not only have the years emphasized the necessity 
and the justice of correlation of theory and practice, 
but with the passing of the years, have come progres- 
sive discoveries in medicine, in surgery, in anesthesia, 
in dietotherapy, in prophylaxis, etc., and the advent 
of these, necessitating the discarding of some old tech- 
niques, with the adoption of some new methods, and 
a modification of many procedures in vogue, have made 
progressiveness, research, and self-advancement on 
the part of the supervisor imperative. We shall now 
consider the supervisor of the various departments 
previously enumerated, and the special points peculiar 
to each division. 
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Medical-Department Supervisor 

The medical department is a vast field since the 
treatment and care of patients must be more varied 
there than in the surgical department. A record of the 
diagnosis of all patients admitted to the medical wards 
should be kept under five classifications : 

1. Those which show high frequency of occurrence. 

2. Those which are treated symptomatically, as dis- 

eases of the heart, diseases of the kidneys, hemi- 
plegia, Graves disease, etc. 

3. Those which are treated as communicable: tuber- 

culosis, pneumonia, typhoid fever, etc. 

4. Those treated mainly by diet: diabetes, primary 

anemia, peptic ulcer. 

. Still a fifth grouping may be made of medical 
diseases which may finally develop into surgical 
conditions as diseases of gall duct, renal calculi, 
empyema, etc. 

The theory and practical work would be incom- 
plete, did not the explanation of the teacher, of the 
supervisor, form the link, connecting them in the 
mind of the student, and enabling her to grasp the 
full measure of the experience offered. The only way 
we can retain knowledge, is to use it, and the office 
of the supervisor as teacher, may be fulfilled in the 
supervised application of the knowledge imparted. 
The blood picture in anemia, the laboratory findings 
in nephritis, diabetes, etc., should be topics of con- 
ferences. 


uw 


The Surgical Department 

Diseases and conditions classed as surgical, are as 
a rule more definite than those to be found in the 
medical wards. Patients are usually admitted after a 
clearly defined diagnosis has been made and the surgi- 
cal procedures have been specified; this to a large ex- 
tent differentiates surgical patients from the patients 
in the medical wards, who may, at times, present 
symptoms which only the process of continued obser- 
vation may aid in interpreting. 

The supervisor of the surgical department has great 
responsibilities. Chief among these is that of the pre- 
liminary physical examination. And the mental out- 
look of the patient should be optimistic; a depressed 
preoperative patient is a bad risk. 

Familiar to the student should be the basic forms 
of surgical diseases, the causes of the more prominent 
conditions, the prognosis, the established methods of 
treatment, conditions prohibitive of general anesthesia, 
the change in the nursing care which spinal anesthesia 
requires, the importance, vital indeed, of preliminary 
physical examinations, the significance of pathological 
reports, the postoperative care and the follow-up of 
the surgical case, with observation of the reaction, the 
general condition, the temperature, pulse, and respira- 
tion, the condition of the skin, vomiting, thirst, secre- 
tion of urine, peristalsis. All of these topics recorded 
in the patient’s record afford the surgical supervisor 
a marvelous field for the instruction and education of 
her students. 
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Nurses may carry out a surgical procedure efficient- 
ly, yet mechanically, because the principles upon which 
it is founded have remained obscure to them. 

Again, lurking dangers attending some surgical con- 
ditions should form subject matter for talks by the 
supervisor. Cyanosis, the bloody expectoration, em- 
physema occurring with fractured ribs, the crushed 
kidney in pelvic injuries, detected by marked hema- 
turia, these and similar complications must be noted, 
and the surgical supervisor, without the desire of mak- 
ing her students alarmists, should tell them to be on 
the alert for such conditions. She should teach them 
the meaning of the sudden cessation of pain in a case 
of hernia or appendicitis, pending operation. We 
might go on indefinitely. 


Obstetrical-Department Supervisor 

The care of the obstetrical patient, both of mother 
and infant, is paramount in every hospital. It has been 
truly said that a maternity patient is all that a surgical 
patient is, and more. With this in mind, hospitals stress 
surgical asepsis in handling them. Aseptic technique is 
as important in maternity care throughout the entire 
puerperium as it is in the operating room, and upon its 
degree of perfection largely depends the percentage of 
maternal and infant morbidity and mortality in hos- 
pitals. 

Autoinfection may be held responsible for some in- 
fections ; hence the necessity of instructing the mother. 
Cleansing of the mother’s hands before every nursing 
lessens the danger of infection for both mother and 
infant. Alcohol sponges to cleanse the mother’s hands 
are used by some hospitals. The care of infants is a 
very great responsibility. Each infant is carefully ex- 
amined at the morning bath and skin lesions or dis- 
charges noted. The infant should be placed in isolation 
until diagnosis is made. Upon confirmation of sus- 
pected cases, mother and child are removed to isola- 
tion. 

The prospective mother enters the hospital in an 
optimistic frame of mind. She has faith in her physi- 
cian and in the hospital. This faith stimulates hospitals 
to surround her and her child with every safeguard 
and the best that medical science can afford. Hospitals 
are constantly evaluating the old methods in use and 
stressing new features in maternity care. Features 
which have received special emphasis in the actual 
management and care of the patients are the follow- 
ing: 

1. Utility and toilet rooms which connect with pri- 

vate rooms. 

. Individual equipment everywhere. 

. Small rooms adjoining wards for “suspect’’ cases. 

. Privacy for ward patients by cubicles. 

. Protection of the normal patients by prompt iso- 
lation of “suspect” cases. 

The technique and management of the routine care 
of the mother and child is, of course, the feature in 
which the hospital superintendents are the most inter- 
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ested, and for which the obstetrical supervisors are the 
most responsible. 

Case study and technique form the keynote to suc- 
cessful maternity care. Emphasis should be placed 
upon segregation of the different types of cases. Hyper- 
tension cases are segregated and a careful study of this 
condition with eclampsia is being made in some in- 
stances. 

The supervisor should give every opportunity to the 
students in her department to learn of abnormalities 
and in no division of the hospital (unless it be the 
surgery) are problems involving Catholic ethics more 
frequently encountered. Upon the supervisor, there- 
fore, devolves the duty of thorough instruction of her 
students. In these days, when cloaked under various 
deceptive titles, as therapeutics, maternal health, etc., 
methods and measures are used, frustrating, or de- 
structive to, the life of the unborn; in these times es- 
pecially, I repeat, does it become the duty of the 
obstetrical supervisor to teach her students how to 
guide the mothers along Catholic ideals, and with a 
Protestant professor in a well-known university who 
acclaimed the Catholic Church as the great defender 
of the unborn —to uphold her teaching. The obstet- 
rical supervisor has the opportunity of instructing stu- 
dent nurses how to administer baptism in case of need, 
and the various conditions or circumstances in which 
this need would arise, should be explained thoroughly. 
I wish to stress this particularly, as several times I 
have met nurses, graduates of Catholic hospitals, who 
had never received instructions and much less the 
opportunity of witnessing the form of administration 
of baptism. 

The Pediatric Department 

The pediatric department is very important. While 
not minimizing the value and importance of the power 
of observation of symptoms in the nursing care of the 
adult, this faculty is certainly most essential when the 
sick child is concerned. Frequently at a very early 
age, too young to express or explain symptoms, the 
sick child, and particularly the infant, is at the mercy 
of others. 

The supervisor should have available a classified list 
of pediatric cases and conditions. Conferences on these 
should be given in the ward and as opportunity for 
observation of cases presents itself. Thus, for example, 
indications of mastoiditis, of oteitis media in the very 
young must be repeatedly demonstrated. I once heard 
a specialist say, “Anyone can report a discharging ear 
when she sees it,” but only the nurse who has been told 
that such a condition is not unfrequent in the child, 
and who has been instructed to interpret the crying of 
the little one, the desisting from nursing, and the in- 
creasing signs of distress with increased pain, the rais- 
ing of the little hand toward the ear, will interpret 
these signs in an alert, intelligent manner and promptly 
report them, long before the discharge is evident, or 
symptoms of mastoid infection make progress. On 
being assigned to the pediatric department, the stu- 
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dents are instructed concerning the standing orders, 
and the daily routine, and are introduced to the work 
of the department by a general discussion of the pa- 
tients and pertinent facts. Diet is stressed, and feeding 
cases are weighed daily until satisfactory and steady 
gain is noted, then they are weighed twice weekly. 


The Dietetics Department 

The dietitian has many responsibilities, since both 
the ill and the well depend upon her in a great measure 
for health and for amiability of disposition. Briefly 
stated, but involving much, she must be housekeeper, 
accountant, nutritionist, manager of the personnel, in- 
structor of students, and mathematician. She must 
plan the prescription diets, substitutions for food dis- 
likes, the vagaries to the individual’s taste. The dieti- 
tian has as many problems as she has patients. The 
Sister dietitian should have “Martha hands and a 
Mary mind”; at least, she is expected to have these 
qualities. 

Each department has special features, in its equip- 
ment, in the type of service rendered, or in its person- 
nel, and these peculiarities should be explained to the 
group of nurses assigned for the first time to that de- 
partment. Special attention should be called to the 
general floor plan and to special apparatus and its use 
should be explained. Standing orders or special depart- 
mental orders, printed for the purpose, should be ready 
for reference and the nurses required to make use of 
them. 

The same introduction to her duties should be ac- 
corded to the private-duty nurse, especially if she be a 
stranger in the institution. This service orientation is 
a common courtesy and should include introduction to 
the patients, and to the floor staff as well as an ex- 
planation of general and special regulations, the loca- 
tion of supply and utility rooms, the peculiarities or 
preferences of patients, and similar details. 


For All Supervisors 

To sum up, supervision includes inspection, teach- 
ing, direction, and constant vigilance. The wards and 
rooms are the workshop in which the theory taught in 
the classroom is applied practically. The general con- 
ference during the morning assembly is excellent. The 
nurses hear the night report to the supervisor, who 
points out favorable indications or untoward symp- 
toms which have developed during the night. We must 
teach our students to ask questions. A supervisor 
should never consider a doubt, or a report which a 
student makes concerning a patient’s condition, as 
trivial. She should investigate. The good supervisor is 
a fountain ever renewing and replenishing itself, so 
that she may refresh her students. 

In conclusion, let us remember that our hospitals 
are religious institutions, and that in the ministrations 
to the body, the soul is the goal. Our nurses should be 
instructed regarding the timely spiritual preparations 
of patients whose condition may be critical. The delir- 
ium of pneumonia, the impending coma of threatening 
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uremia, the poor surgical risk, should be explained to 
the nurses, and their responsibility in these matters 
emphasized. If those who instruct others unto knowl- 
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edge and justice shall shine like stars for all eternity 
—what magnificent, eternal recompense awaits our 
good supervisors. 


Coordination of Clinical and Research 
Facilities 
Carl Meyer, M. D. 


in connection with the numerous activities of a 

general hospital at a time when administrative 
problems are intense and unsolved.* The word research 
has, to be sure, been abused to a point where it may, 
in the hands of educated men and women, signify the 
thinnest sort of personal study. In its proper sense, 
however, true investigation is implied. And investiga- 
tion, to the administrative officer, immediately brings 
up the vision of funds, space, time, and personnel. It 
shall be my present purpose to point out an approach 
in investigation which does not involve elaborate ap- 
paratus and other expensive features, but which 
utilizes existing facilities. 


I: may seem a dangerous matter to discuss research 


Why Research? 


It might be well to consider the purposes of the 
coérdination of effort along research lines. There is 
little doubt that attributes have been assigned to re- 
search which are nonexistent, just as the term research 
has been applied to amateurish studies. It is improper 
to place the ordinary investigation upon a pedestal, 
and to surround it with a false glamour. It is improper 
to utilize all sorts of observations as a basis for pub- 
lications to advance the individual or the institution 
in prestige. It is illogical to approach an investigation 
with an expectation that mysterious and wonderful 
results, fame, and fortune will be the outcome. The 
purpose of coordination of effort along research lines 
in medical fields within the general hospital should be 
an ethical and modest development of information 
primarily for the welfare of the institution and its as- 
sociated groups, and incidentally for the welfare of all 
medical workers. Broadly considered, this accomplish- 
ment should be continuous, well conceived and prose- 
cuted with a considerable focus of attention. Investi- 
gation should be continuous, since there is nothing 
more stimulating to a group, from the medical staff to 
the laboratory technician, than a study upon which 
attention is focused to bring about a desired result. 
It should be well conceived, for the reason that a proj- 
ect will disintegrate into nothing like a cloud in the 
summer sky unless there is a definite goal, a definite 
plan, and a definite means of codrdination. It should 
be well focused, for it is a matter of common experi- 
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ence to find, in investigation, that there are many in- 
triguing side issues which lead all concerned away 
from, and not toward, a common goal. 


Co6érdinating Investigations 


What, now, are the facilities of a general hospital 
which may be coérdinated in investigations ? We have 
at least three major groups of personnel through which 
data may be coérdinated. There is the hospital-record 
group, in most instances reasonably complete, and in 
most instances sufficiently flexible so that special stud- 
ies may be introduced, backed by recorded information 
of a special and specific nature. To accomplish this, a 
little time and effort are needed. But with not much 
expense, if any, the records are, first, established, and 
the recording personnel are, second, made a part of the 
investigation and are thus made to feel the subtle in- 
fluence that is a real part of the benefits of research. 
A second group in the investigation is, of course, the 
medical staff, through whom the clinical phases must 
naturally be pursued, and upon whom, certainly in 
most cases, the privilege of guidance must rest. Mem- 
bers of the medical staff are so frequently confronted 
with unanswered questions, and they are so continu- 
ously surrounded with the fruits of research and with 
the puzzles of new developments, that it is hardly nec- 
essary to illustrate the advantages of investigation to 
physicians and surgeons. The third group of collabo- 
rators is composed of those performing laboratory 
work. It is quite apparent that the clinician is fre- 
quently supported in his diagnosis, in his theories, and 
in his therapeutic methods by the X-ray technician, by 
the bacteriologist, by the serologist, by the pathologist, 
and by the chemist, even though these many activities 
may be combined in the duties of several workers. 
Sometimes the clinician rests even too heavily upon 
results determined in the laboratory, and not enough 
on his own careful observations. It is less apparent, 
however, that the laboratory worker is able to work 
far more effectively in all ways, and is vastly more in- 
terested in the work at hand, when the clinician makes 
some effort to codérdinate his efforts with those of the 
laboratory worker. Too often he presents his problem 
in the form of a specimen and a number, and rests his 
case on the technician’s solution of the abstract puzzle 
he has handed out. Sometimes this is due to too many 
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duties ; sometimes it is due to failure to realize that the 
laboratory needs every bit of information that is avail- 
able to solve the riddle; often it is due to the failure 
to realize that the laboratory worker may gain in ex- 
perience, in effectiveness, and certainly in codperative 
spirit when given a little insight into the problem ; and 
it may even be due to fear, when the occasional physi- 
cian in the laboratory hesitates to admit that he has 
forgotten whether a nonagglutinating paratyphoidlike 
organism means that he should censure the worker for 
giving him so confusing a bit of information, or wheth- 
er he should send another specimen and hope for some- 
thing more enlightening, or whether he should trust to 
his treatment and good luck. Our very example reveals 
that the laboratory worker may necessarily treat the 
physician quite as much in a noncodperative spirit as 
he may treat the laboratory worker. This point is 
stressed, because in any development of research proj- 
ects in hospitals there is very likely to be a weakness 
here. The laboratory results as utilized in clinical in- 
vestigation, if used at all, must be based on intelligent 
coéperation and interpretation. X-rays must be prop- 
erly taken, and the possibilities in interpretation are 
well known. Specimens for chemical or bacteriologic 
examination must be taken at the right time, under 
proper conditions, and properly handled. Not only has 
one lost the opportunity to develop latent ability in 
the technician, and the interest and codperation of the 
technician, by not utilizing this branch of the hospital 
intelligently, but one thus automatically decreases the 
value and significance of laboratory results. 


What to Investigate 

It is almost a hopeless task to point out the specific 
projects upon which to focus the hospital facilities, the 
medical staff, the records, the laboratories, and inevit- 
ably the nursing staff upon whom much of the contin- 
uity of a project depends. Rather than to assume an 
air of tremendous wisdom and to presume to point out 
projects which should be investigated, we should prefer 
to emphasize the value of having a project, to pursue 
by well-coérdinated effort to a reasonable conclusion, 
and then to follow with another project. To have a 
project and to have coéperative effort is of great sig- 
nificance and yields tangible and intangible divi- 
dends. What that project is, is of lesser importance. 
However, lest it be said that nothing has been forth- 
coming but idealistic bromides, let us look around a 
bit for specific questions, not such as the tabulation of 
all the cases of streptococcus infection, or as a study 
of the effectiveness of sterilization in the operating 
room; but for specific questions which may serve to 
stimulate a considerable group, which may use to best 
advantage that which is unique in the hospital, be it 
a staff which is particularly well developed in some 
phase of medicine, be it unusual patients, or be it the 
existence of unusually good laboratory facilities, and 
questions defining a problem which may serve as an 
objective over a reasonable period of time. 
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A certain hospital may, for example, have a number 
of patients with chronic ailments of various types. The 
usual means of handling chronic ailments are obviously 
inadequate. Most of the cases are the result of previous 
or existent infections, bacillus coli ‘in the bladder, 
streptococci in this or that focus, intestinal disturb- 
ances of unknown etiology, and so on. The medical 
director, although justly conservative, may consider 
vaccine therapy in some instances. Few will deny the 
apparent value of vaccines on all-too-rare occasions. 
There is a challenge to the imagination. The challenge 
itself is the first benefit derived. The director organizes 
his attack, after seeking the views of his staff and thus 
securing their interest. Records are amplified as to 
pertinent facts. Cases are studied with renewed vigor. 
The bacteriologist recognizes that she or he holds an 
interesting place in the scheme. An intern studies 
Wright’s work, and develops with the aid of another 
the opsonic technique whereby some clue may possibly 
be secured as to when and in what dosage vaccine 
might logically be used, and wherein it might seem to 
be contraindicated. A year may reveal a number of 
interesting points. Everyone concerned has increased 
his experience beyond the routine expectancy. One or 
two may have a trip to a medical meeting. The dieti- 
tian, the nurses, all in the hospital have found that 
their work fits into the operation of the hospital more 
intimately than before. The hospital receives due rec- 
ognition of its work. It is not, be it emphasized, stated 
that a new vaccine is discovered, or a new principle of 
therapy, or that a remarkable cure has been effected 
in many instances. These things are possible, but they 
are not likely. But there have been definite general 
benefits from coérdinated effort along specific lines of 
investigation. This is one of innumerable specific ex- 
amples which will readily occur to anyone interested. 

Finally, one should insert a plea for the patient. 
Unfortunately, the patient in the hospital is often 
made incidental rather than a major factor in hospital 
work. Can anyone deny that patients are rather too 
frequently subjected to expensive, disconcerting, and 
even painful procedures which may be of interest but 
which may not influence the treatment, diagnosis, or 
prognosis? Patients who need sleep are awakened for 
some routine which is not needed at any particular 
time. Patients of a nervous temperament have their 
fingers vociferously punctured on all occasions. Pa- 
tients are bled by a more refined technique than in the 
middle ages, but they are bled on every and all occa- 
sions. These dangers become more potent when investi- 
gation is considered, for the curiosity of the investi- 
gator may lead him far. Medical ethics is on a high 
plane, but the border line is not always distinct. This 
plea, in closing, need not, however, discourage investi- 
gation, or the codrdination between clinical and re- 
search facilities in the general hospital. 

Addition Nearing Completion 

The new addition being erected to St. Mary’s Hospital, 

Jefferson City, Mo., is nearing completion. 
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SUMMARIES 

N Table XXX we present summaries of the vari- 
I ous studies thus far made. Our data have been 
based upon 584 schools, 303 of them non-Catholic 
and 281 of them Catholic. Among the 303 non-Catholic 
schools, 67 classify themselves as having affiliation 
with an educational institution and 236 of them had 
no such affiliation. Among the 281 Catholic schools, 
56 had affiliation with an educational institution and 
225 had no such affiliation. 


Number of Students 
The average size of the non-Catholic school partici- 
pating in this study was found to be 58.9 students and 
of the Catholic schools 56.9 students. 


School Affiliation 

Of the 303 non-Catholic schools, 67 or 18.8 per cent 
enjoyed some form of affiliation with an educational 
institution and 56 of the 281 Catholic schools, again 
giving a percentage of 18.8 per cent. The conclusion 
seems justified that on the basis of the data presented 
in this study one fifth of our schools of nursing have 
affiliation with an educational institution. Of the affili- 
ated schools, 35.8 per cent in the non-Catholic group 
and 39.2 per cent in the Catholic group enjoy complete 
affiliation and 40.3 per cent and 60.7 per cent, affilia- 
tion for special subjects in the two groups respectively. 


Hospital Approvals 

Approval by the American College of Surgeons is 
the oldest form of our methods of improving hospitals. 

A. American College of Surgeons: Three fourths or 
almost exactly 75 per cent of the non-Catholic hos- 
pitals to which schools of nursing are attached have 
received the approval of the American College of Sur- 
geons and 72.2 per cent of the Catholic hospitals. If 
we compare the affiliated and non-affiliated groups, 
each as a whole, we find that 83.7 per cent of the affili- 
ated schools and 72.9 per cent of the non-affiliated 
schools have secured this approval. 

B. American Medical Association: Internships have 
been approved by the American Medical Association in 
36 per cent and 35 per cent non-Catholic and Catholic 
hospitals respectively in the two groups of hospitals to 
which schools of nursing are attached. Within these 
two groups internships have been approved in 46.4 
per cent of the affiliated institutions and 33.1 per cent 
of the non-affiliated institutions. 

C. Teaching Hospitals: Seventeen and one tenth per 
cent of the non-Catholic hospitals to which schools of 
nursing are attached report themselves as being teach- 


ing institutions and 13.1 per cent of the Catholic hos- 
pitals make a similar report. Nineteen per cent of all 
the hospitals to which schools of nursing are attached 
among the affiliated hospitals are teaching institutions 
and 6.3 per cent among the non-affiliated institutions 
are teaching institutions. 

D. Residency in a Specialty: In one out of every 
six hospitals in the non-Catholic group (15.5 per cent) 
and in one out of 33 hospitals (2.9 per cent) among 
the Catholic institutions to which schools of nursing 
are attached, have approved residencies. According to 
these figures, there are approved residencies in 16.2 
per cent of the hospitals whose schools of nursing are 
affiliated with an educational institution and in 7.6 
per cent of hospitals whose schools of nursing are com- 
pletely independent. 


Bed Capacities 

Our data have reaffirmed the basic value of the size 
of the hospital to which the school of nursing is at- 
tached. Unfortunately, however, in this study it has 
been necessary to use the bed capacities of the hos- 
pitals in place of the daily patient census as the basis 
for our computations. The average size of the non- 
Catholic hospital participating in this study was found 
to be 188.7 beds, of the Catholic schools 148 beds. 
Both in the Catholic and in the non-Catholic group the 
hospital whose school of nursing had educational affili- 
ation was found to be larger than the school of nurs- 
ing not having such affiliation, 297 as the average size 
of the hospital to which a school having affiliation is 
attached, against 158 not so affiliated in the non-Cath- 
olic group and 190.4 and 141.9 for the average bed 
capacities of the two groups in the Catholic schools. 
It seems reasonable to compute that the experience 
gained in the affiliated schools should be somewhat 
larger and more adequate than in the non-affiliated 
schools, although the bed-to-student ratio might in 
many cases alter appreciably the interrelationships 
here stressed. As for the bassinets, the average bassinet 
capacity in the hospitals to which non-Catholic schvols 
were attached were found to be 19.7 and in the Cath- 
olic hospitals 19.2. Again the schools having affiliation 
attached to hospitals have slightly larger bed capaci- 
ties than the hospitals not so affiliated, 20.3 and 25 for 
the non-Catholic and Catholic affiliated schools and 
18.1 and 17.7 for the two groups of non-affiliated 
schools. 

Student Enrollment 

A comparison was attempted in this study of the 
student enrollment in the various classes of schools 
here being studied for the years 1928-29 and 1929-30. 
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It was found that in all groups with the exception of 
the affiliated non-Catholic school, in which the average 
student enrollment remained constant, the average en- 
rollment had been appreciably reduced. In all non- 
Catholic schools the reduction was from an average 
size of 61.2 students per school to 59.6 students per 
school in the two years and in the Catholic schools 
from 57.8 to 55.9 students per school. 


The Curricula 


The percentage of schools having complete curricula 
in the non-Catholic group was found to be 33.6 and in 
the Catholic group 56.2. In the non-Catholic group the 
percentage of affiliated and of non-affiliated schools 
was found to be the same. In the Catholic groups, 
however, 62.5 of the affiliated schools and 54.7 of the 
non-affiliated schools were found to have complete 
curricula. The relative frequencies are quite reversed 
when en effort is made to determine the percentage of 
schools having incomplete curricula which sought hos- 
pital affiliation. Among the non-Catholic schools, 95.4 
per cent of schools not having complete curricula have 
sought hospital affiliation for those subjects for which 
they were deficient, while in the Catholic group only 
84.6 per cent have sought such affiliation. The tendency 
to seek affiliation is more marked among the affiliated 
schools in the non-Catholic group but more marked in 
the non-affiliated schools in the Catholic groups. 


Hospital Affiliation Extended and Secured 


The number of hospitals which extend affiliation in 
the non-Catholic group was found to be 56 and the 
number securing affiliation was found to be 220; for 
the Catholic group the corresponding totals are 42 and 
46. The tendency to extend affiliation as well as to 
secure affiliation was found to be most marked in the 
non-affiliated non-Catholic group. It is clear from these 
figures that the Catholic schools have not developed 
the inter-institutional relationships here discussed to 
the same degree as non-Catholic institutions have 
done. 


Subjects in Which Affiliation is Extended 


Affiliation is extended in all schools most frequently 
for the subject of pediatrics with obstetrics and inter- 
nal medicine next in order. The relative order of fre- 
quencies of these subjects is approximately the same 
in the non-Catholic and in the Catholic schools with 
this difference, that in the non-Catholic schools obstet- 
rics holds the third place in the order of frequency and 
in the Catholic schools the second place. 


Subjects for Which Affiliation is Secured 
Pediatrics again leads in the highest frequency as 
the subject for which schools of nursing secure affili- 
ation both in the non-Catholic and in the Catholic 
group. Obstetrics was found to be second in frequency 
order for securing affiliation in the Catholic group. A 
relatively large number of hospitals in the non-Cath- 
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olic group secured affiliation for surgery, whereas in 
the Catholic group no school secured affiliation for this 
subject. 
Basis of the Curriculum 

One hundred and eighty-four of the non-Catholic 
schools and 145 of the Catholic schools took as the 
basis of their curriculum their state requirements, 
while 158 among the non-Catholic schools and 148 of 
the Catholic schools took for their basis the require- 
ments of the National League for Nursing Education. 
College requirements are insisted upon in 16 of the 
non-Catholic schools and in 17 of the Catholic schools, 
whereas specially drafted requirements are enforced in 
16 non-Catholic and in 10 Catholic schools. 


Library Facilities 

Two hundred and fifty-three of the 303 non-Catholic 
schools and 230 of the 281 Catholic schools are at- 
tached to hospitals in which libraries are available to 
the nurses, while 147 non-Catholic schools and 131 
Catholic schools have libraries available within the 
school itself. 

Directors of Study of Schools 

In 90 per cent of the non-Catholic schools and in 
87.8 per cent of the Catholic schools the directors of 
the school are registered nurses while 13.5 per cent of 
the directors in non-Catholic schools and 18.9 per cent 
of the directors in Catholic schools are holders oi an 
academic degree. 

Instructors 

The average number of full-time instructors in non- 
Catholic schools is 1.5 and in Catholic schools is 2.8. 
The average number of part-time instructors in non- 
Catholic schools is 3.6 and in Catholic schools is 4.8. 
Similarly, the average number per school of members 
of the teaching staff holding academic degrees was 
found to be 2.1 for the non-Catholic schools and 2.6 
for the Catholic schools, while the percentage of mem- 
bers of the teaching staff holding academic degrees was 
found to be 41.6 among non-Catholic and 34.2 among 
Catholic schools. 

Tuition 

The percentage of the number of schools charging 
tuition is practically the same in the two groups of 
schools, 9.2 per cent among the non-Catholic and 9.6 
per cent among the Catholic schools. The tendency to 
charge tuition is pronouncedly far greater in the affili- 
ated as compared with the non-affiliated schools, 16.4 
per cent compared with 8.1 per cent among the non- 
Catholic and 21.8 per cent as compared with 6.6 per 
cent among the Catholic schools. The tendency to 
charge tuition is, therefore, most marked among the 
Catholic affiliated schools, while within these four 
groups the tendency to charge tuition is least marked 
in the non-affiliated Catholic schools. 


Advanced Education of Sisters 
The average number of Sisters seeking higher de- 
grees per school is found to be 4.9 for the affiliated and 








52 HOSPITAL PROGRESS 


2.9 for the non-affiliated schools, giving us a general 
average of 3.4 Sisters per school. 


Graduate Nurses and Alumnae Organizations 

The number of schools having alumnae associations 
in the non-Catholic group was found to be 225, or 73.7 
per cent of the total number of schools. In the Catholic 
group 238 schools have alumnae associations, a per- 
centage of 84.0. 


Percentage of Graduate Nurses in Alumnae 
Organizations 


Once the number of graduates and the number of 
members of alumnae organizations is known, it is a 
relatively easy matter to approximate the number of 
graduates who join the alumnae association of their 
Alma Mater. The average number of graduate nurses 
who have thus become members of their school’s alum- 
nae association was found to be 37.2 among the non- 
Catholic affiliated schools and 52.3 among the affili- 
ated Catholic schools, while the corresponding figures 
for the non-affiliated schools was found to be 35.5 and 
46.9. 

The value of alumnae associations to the schools of 
nursing was thought to be pronounced by the directors 
of 145 out of the 303 non-Catholic schools studied and 
by the directors of 130 of the total of 281 Catholic 
schools. 

General Conclusions 

A rapid review of this entire study such as has been 
here attempted cannot but be a thoughtful study to 
the conclusion that the Catholic school of nursing from 
the various aspects here considered must be thought to 
be in a relatively strong position. It is clear first of all 
that the educational status of the Catholic schools re- 
flects fairly the condition in all schools of nursing, so 
that a study of the Catholic group may well be taken 
as representative of a cross section ‘of the entire field of 
nursing education with the various excellences and 
shortcomings which might be thus revealed. A further 
conclusion, however, seems entirely justifiable that, 
namely, on most of the points here reviewed the Cath- 
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olic school is in a relatively stronger position. More- 
over, the level from which gradual improvements as 
called for by the many progressive programs in the 
field of nursing education will have to begin is in gen- 
eral somewhat higher for the Catholic schools as com- 
pared with the average level of the various non-Cath- 
olic schools which have participated in this study. In 
certain respects, to be sure, the developments which the 
next few years should introduce into our schools of 
nursing as the result of the propaganda and the intrin- 
sic developments in the nursing field might readily be 
thought of as prohibitively large, but it is just as clear 
that these problems for our Catholic schools are in no 
sense larger than they are for the non-Catholic group. 
As a matter of fact, this study has revealed that in 
many respects the problem is much smaller for the 
Catholic schools, particularly when the bold facts 
which we have here discussed in terms of relative fre- 
quencies and percentages are thought of in conjunction 
with the internal spirit, the mode of government, and 
the disciplinary atmosphere in the Catholic group. In- 
tangibles in education are conceded to be no less effi- 
cacious in the promotion of sound school policies and 
achievement than are those characteristics of a school 
which are obviously susceptible of statistical analysis. 
It is all the more gratifying, therefore, that while it is 
fairly generally conceded that in the Catholic school 
of nursing a very favorable academic, social, and moral 
influence is to be found, this group of schools stands 
out gratifyingly, not only in respect to such an atmos- 
phere but also in respect to those easily recognized 
excellences which we have here reviewed. 

In presenting this final conclusion the Committee is 
distinctly of the opinion that while so large a group 
of our schools participated in our study, the fuilest 
satisfaction cannot be derived unless all the schools 
are influenced to support a program of further study 
and analysis. To this end the Committee recommends 
that the studies inaugurated by the Catholic Hospital 
Association should be continued for, at least, another 
year; that provision be made for interpreting in our 
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Student Enrollment 
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with academic degrees............... 
Teaching Staff 
Average number of Full-Time Instructors 
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Tuition 
Percentage of Schools Charging Tuition... 
Advanced Education of Sisters 
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activities—Average per school........ 
Graduate Nurses and Alumne Organizations 
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subsequent studies the baring of facts elicited during 
the period 1930-31 upon the observance of the various 
criteria of excellence adopted at the Sixteenth Annual 
Convention and that the Committee continue in charge 
of this study for, at least, one more year. This should 
be done for two reasons, first that a careful study 
should be available of all the changes now in progress 
with a view of determining their value during this 
period of development. It is only by focusing upon 
this development that the Catholic Hospital Associa- 
tion will be able in the course of time to evaluate ade- 
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quately the various trends now in evidence and to de- 
termine the acceleration or the lag of our own schools 
in relation to the progress which is now being made 
generally in the entire field of nursing education. 
Respectfully submitted, 

Sister M. Henrietta, R.N., Chairman, 

Sister Helen Jarrell, R.N., Secretary, 

Sister M. Berenice, R.N., 

Sister M. Evangelist, R.N., 

Sister Mead, R.N.., 

Sister Mechtilde, R.N. 


Interesting Points in Diet Therapy 
Sister Regina 


department of a hospital is one criterion which 

may spell the satisfaction or the dissatisfaction 
of the patient toward the institution.* Since practically 
every patient is reached through this department, and 
since the patient, because of his illness, is prone to 
spend much of his time thinking of his own needs, and 
likes and dislikes, it behooves the head of the dietary 
department to do her utmost to make each patient so 
satisfied and pleased with the department service that 
he will have to be hard to please, indeed, if he is not 
content with it. 

In our experience, we have found that if we can 
make each patient feel that he or she, individually, is 
an important person in our eyes, and that his or her 
likes and dislikes receive our personal attention inso- 
far as they do not conflict with the patient’s needs or 
the doctor’s orders, that patient’s stay in the hospital 
has been made more agreeable and probably more 
happy, and most of all he is more likely to have re- 
ceived the utmost physical benefit from his meals. We 
shall limit our discussion today to a few practical 
points by which we have been able practically to 
eliminate complaints about the food service in general 
and individual food service in particular. 


, \HE active, efficient functioning of the dietary 


Physical and Mental Conditions 

The term “diet therapy” means the treatment of the 
sick by means of diet, and since treatment by any 
means must include both the physical and mental 
aspects of the patient, then diet therapy must also be 
based on the physical and mental condition of each 
patient. We make it a rule to visit newly admitted 
patients within 24 hours after admittance, preferably 
after the patient has partaken of at least one meal in 
the hospital. At this visit a general idea of the likes 
and dislikes of the patient, in regard to both solid food 
and beverages, is obtained. Follow-up visits are made 
every other day to the private patients on general diet 
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and, at least, twice weekly to ward patients on general 
diet. To patients on special diets, whether in private 
room or in ward, a visit is made every other day, and 
if a patient is extremely fussy, daily visits are made 
and every reasonable effort is put forth to meet his 
reasonable demands. Of course, this latter type of 
patient is often unreasonable, and the head of the de- 
partment must use all the tact and patience she pos- 
sesses to meet this situation. 

A record of the individual’s preferences is kept on 
file in the diet office and is referred to each day before 
the diet lists are checked. This method not only en- 
ables us to meet satisfactorily the patient’s requests, 
but also is an economical asset insofar as it prevents 
the sending of certain food repeatedly to a patient, and 
its being returned untouched. Upon the discharge of 
the patient, the record is filed for future use in the 
event of the patient’s return. It is true that the medical 
profession is doing all in its power to eliminate the 
necessity of a patient’s return to the hospital, yet there 
are times when this is unavoidable and we find it less 
embarrassing and less confusing to the patient to have 
his likes and dislikes on file in the diet office, than to 
ask him again for a list of his preferences. 

Besides the personal visits to the patients, we find 
that a careful checking of the returned trays is a dis- 
tinct aid in observing that one patient may require an 
extra portion of food, whereas another will be tempted 
to a better appetite if smaller portions are served. 

Too much care cannot be bestowed upon the prep- 
aration and service of the tray itself. Every effort is 
put forth to make it as attractive as possible, since the 
service of the food has much to do with its enjoyment. 
A well-cooked dish deserves the right setting and gar- 
nishing. The latter, however, should be done with dis- 
cretion, as ornateness, on the one hand, is not always 
in good taste, and on the other, the garnishment may 
easily add to the food value. The cover and arrange- 
ment of the tray are of the utmost importance, for the 
slightest departure from regularity and from immacu- 
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late cleanliness must be avoided. Linen, china, glass, 
and silver all have their part in making the back- 
ground, to which the food itself should add the high 
light by its quality and appearance. A fresh flower adds 
materially to the attractiveness of the tray and should 
be provided whenever possible. Silver service, we have 
found, not only adds to the attractiveness of the tray, 
but also is a great factor in reducing breakage. 
Through the use of sand-filled silver plates, complaints 
of cold food which should have been hot, are practi- 
cally eliminated. 
Planning the Menu 

When planning the menu we aim at simplicity and 
perfection of detail. The menu is planned for a week 
in advance, so as to secure sufficient variety and to 
facilitate economical purchasing. The well-balanced 
diet is the basis on which almost all diets for abnormal 
conditions are planned. By bearing this fact in mind 
the dietitian can plan these special diets, so that much 
extra food preparation is avoided. The general menu 
should be the dietitian’s guide, but she will have to 
make substitutions to make it applicable and to have 
it meet the needs of the particular patient to be served. 
It is impossible to provide routine treatment for all 
conditions which are likely to arise. No set dietary 
formula can be applied to every individual, as each 
patient may have a particular idiosyncrasy which must 
be dealt with. 

lor this reason it is imperative that the patient, who 
is in the hospital for special dietary treatment, be vis- 
ited frequently by the dietitian. In this way, knowl- 
edge of his previous dietary habits is gained. A poor 
appetite seems to predominate in many instances. This 
factor may sometimes be taken care of by lowering the 
quantity of food to begin with, and making this small 
quantity very palatable and attractive. Overfeeding 
at the onset of slight illness may result in food aver- 
sions which are hard to overcome. 


Preparing Vegetables 

The lessened palatability of food which has so often 
been considered inevitable in institutions is very 
largely a result of cooking too long. This is particu- 
larly true in the preparation of vegetables. Vitamins 
and mineral salts are often wasted through long periods 
of cooking and the discarding of the water in which 
they are cooked. If the dietitian can find some way by 
which to shorten the time of heating her vegetables 
before they are served, she will reap a quick reward 
in palatability. 

A diet with large quantities of minerals and vita- 
mins, in a form easily assimilated, is of great value in 
the treatment of secondary anemia. Experiments have 
shown, however, that absolutely pure iron salts will 
not cause blood formation. Steinback has shown that 
anemia will actually become worse during these ad- 
ministrations. When, however, copper and manganese 
are added in very small doses, blood regeneration is 
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rapid. Mitchell found that certain iron salts are better 
utilized than others, and that spinach ash is very effec- 
tive in the treatment of anemia. 

Since most natural foods contain traces of copper 
associated with the iron, it is imperative that their 
method of preparation be given careful attention, as 
they should have a decided place in the diet and be 
used abundantly. 


Instructing Patients 

Many patients, one will find, have a great fear of 
certain foods, or have fads for certain diets. For some, 
the study of a simple and reliable treatise on food and 
nutrition can be recommended, thus correcting the 
patient’s erroneous impressions gained from scattered 
reading of ill-assorted misinformation. Others may 
learn by gaining confidence in the dietitian who can 
instruct them. 

There are often traditional superstitions which the 
dietitian must tactfully overcome. As an illustration, 
there are some who are afraid to take grape fruit, 
oranges, or cherries and milk in the same meal, while 
others think that fish and milk should not be eaten in 
the same meal, fearing that it will result in ptomaine 
poisoning. Chemists and food experts consider this fear 
due to superstitions, as there is nothing in the combi- 
nation that could possibly cause ptomaine poisoning. 
Fish and milk, however, are both protein foods and use 
of large quantities of both at the same meal is unnec- 
essary. 

Foods to which the patient is sensitive should be 
avoided, as there seems to be an increasing recognition 
among physicians that some type of sensitiveness may 
often be responsible for a long-standing and chronic 
condition of previously unknown cause. 

The dietitian is confronted with a definite challenge 
in cases where most of the foods which are allowed on 
a diet are those which produce an allergic effect. She 
must use her ingenuity here in making a choice of 
foods which can be tolerated by the patient and still 
serve a diet which contains the necessary constituents 
that are required on a balanced diet. 

Perhaps a few words regarding the personnel of the 
dietary department and the morale of the group re- 
sponsible for the efficient service of the department 
will not be out of place in such a discussion as this. 
After all, unless a definite responsibility is placed on 
each member of the dietary group and is carried by the 
group, our diet-therapy problems are multiplied a hun- 
dredfold. We have a full-time dietitian, and an assist- 
ant dietitian, three student nurses, five maids, and two 
orderlies in the department. Each individual’s work is 
clearly explained when she first enters the department 
and each one is expected to live up to the requirements 
of her work. Whenever anything goes wrong, the indi- 
vidual responsible has her attention called to it by the 
head dietitian and is made to see where she has failed 
to meet the requirements of her work. If trouble is en- 
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countered in which the whole group is concerned, then 
the group is spoken to. There is no scolding but an 
intensified effort is made to make each one feel that 
upon her rests the responsibility to keep the depart- 
ment operating efficiently down to the least detail. 


Checking Breakage 

Our system of checking breakage is simple in the 
extreme, but has proved itself satisfactory in our de- 
partment. We keep a list of articles and their actual 
costs posted in the diet office. All broken dishes must 
be placed in a receptacle just within the office and a 
note placed on the desk specifying the article broken 
and the person responsible for the breakage. The indi- 
vidual responsible is expected to replace the article 
broken. The dietitian, however, is left free to regulate 
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these charges, either charging in full, or discounting 
them or not charging at all as the circumstances war- 
rant. We have found that with the person who lacks a 
sense of responsibility, or rather, is careless in the 
handling of hospital property, a regular charge for 
breakage brings desirable results. 

In conclusion, we do not wish to leave the idea that 
we do not have many problems to solve, or that our 
service is so efficient that it always works 100 per cent 
perfectly, for that is not true. We do feel, however, 
that our personal attention to the patient’s likes and 
dislikes, and the maintenance of a strong sense of 
loyalty to our service among the personnel, have elim- 
inated many of the irritating problems regarding tray 
service, and, therefore, we find that we have more time 
to spend on other and, perhaps, more serious problems. 


Central Supply Service 
Sister M. Francis Xavier, R. N. 


UR central supply department originated as a 
() necessary means of coping with the countless 

demands of a hospital floor.* Previous to its 
installation, much nervous energy was often expended 
in supplying emergency calls, as equipment was often 
in unlooked-for places. The need of central control 
was felt, and a department for the purpose was decided 
upon and installed. Equipment was collected and 
articles classified, cabinets being clearly and distinctly 
labeled. Then, in October, 1924, we decided that all 
surgical supplies required throughout the house would 
be issued from this department only. 

No difficulty was experienced in carrying out the 
plan. Nurses were delighted to get what they required 
without delay, gladly assuming responsibility for the 
return of the article requisitioned. This responsibility 
on the nurse’s part, for the return of instruments, etc., 
is a wonderful gain; in fact, it is the secret of success 
in central control. 

For the past three years we have had a 24-hour serv- 
ice in the department. At 7 a.m. a graduate nurse 
comes on duty, and at 8 a.m. the supervisor of the de- 
partment, a student nurse, and a clerk begin the day. 
The graduate nurse works until 4 p.m.; the student 
nurse, four hours. At 5:30 the “p.m.” clerk takes up 
the work, having spent from 2:30 to 4:30 in making 
plaster bandages. She works until 11 p.m., at which 
time the night clerk comes on duty and works until 
7 a.m. 

After a short time it became evident that trays 
equipped with essentials for the various procedures 
would be advantageous; consequently, complete sets 
were made up for paracenteses, intravenous, and spe- 
cialists’ trays, other dressing trays having been pro- 
vided at the outset. The orthopedic section might also 
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be mentioned. From it, a doctor may make his own 
selection of splints. A cart containing all the requisites 
for the erection of Buck’s extension and other fracture 
appliances was provided. Another cart is equipped 
with all materials necessary for the appliance of a cast, 
which may be wheeled to the patient’s room when con- 
ditions prevent this work being done in the regular 
orthopedic surgery. 

Another feature of the department is our solution 
warmer, in which is kept glucose of different percent- 
ages as well as saline solutions, for immediate use. 
Since the adoption of carbon dioxide and oxygen as 
postoperative treatment has become general and the 
use of this same combination so frequently employed 
in pneumonia, we are equipped for its distribution 
from the central supply department. Kept here also, is 
the oxygen-therapy apparatus, frequently in demand 
for heart and pneumonia cases, as well as the resusci- 
tating machine, so highly indorsed. 

The graduate nurse is responsible for the prepara- 
tion of sets sent to the sterilizing room to be auto- 
claved. The student nurse assists her. The day clerk 
takes care of the outgoing counter and the clerical 
work of the department. The return desk and files are 
in charge of the general supervisor. The night shift 
checks on dismissals. 

Requisitions for outgoing goods bear the date, name 
of the patient and his location, the article desired and 
the signature of the nurse receiving same. The requi- 
sition is filed under the room or ward number, and on 
the return of the article in good condition, is destroyed. 
To facilitate the checking of all articles in use at the 
time of patient’s dismissal, a daily list is sent from the 
record room to this department. The central supply 
room is also notified by the bookkeeping department 
of transfers of patients from one room to another. 
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Before placing on shelves, hotwater bags and other 
articles requiring attention are tested, and if found 
leaking, are sent for repair. General supervision is nec- 
essary to see that all equipment is in perfect order and 
ready for immediate use. Once a week a requisition is 
sent to the general storeroom for articles to replenish 
the stock. Each morning a requisition is made and sent 
to the workroom for the sterilized dressings needed. 

In planning the department, it was thought that 
additional supplies would be necessary. The reverse 
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proved to be the fact. By centralizing, we found that to 
give satisfactory service throughout the hospital, even 
less than the original stock then available was needed. 

The advantages of a central supply room become 
more and more evident in point of service and econ- 
omy of time to both doctor and nurse. In fact, it is a 
means to the end in hospital work — service to the 
patient. There are many more ways and means that 
we could talk about, but instead I invite you to come 
and see. 


Special Problems in Purchasing 
G. Waite Curtis 


URCHASING for hospitals calls for extensive 

knowledge as well as ability on the part of the 

purchaser.* This does not mean that the average 
person cannot acquire the needed attributes of a good 
purchaser. The range of articles purchased by a hos- 
pital is so varied that the information useful to the 
buyer can never be exhausted or completely tabulated. 
Even if this could be done, conditions in the market 
are ever changing and new products are continually 
being placed on the market so that the buyer must be 
ever on the alert to learn all he possibly can about his 
work. For this reason I believe that purchasing, to- 
gether with other functions closely related thereto, 
should be definitely organized in the hospital and 
should function as a distinct department. This should 
be true in hospitals of even forty- or fifty-bed capacity. 
The functions of such a purchasing department should 
include the following : 

Securing preliminary information useful to purchas- 

ing. 

The actual purchasing of supplies. 

The receipt of supplies. 

The storing of supplies. 

The regular issue to various departments in the hos- 

pital. 

Securing the necessary preliminary information to 
purchase involves a number of factors. The purchaser 
should have a definite knowledge of the use to which 
the product is to be placed and should solicit the views 
of the various department heads who are to use the 
commodity once it is bought. Another necessary fact 
which should be established is the quantity of the 
commodity. This can be governed somewhat by the 
price obtainable but it should be governed largely by 
the amount of the supply used in the institution over a 
given period of time. Overbuying is frequently in- 
dulged in, not intentionally but because of a lack of 
adequate information. The sources of supply of any 
given product should be available and known to the 
purchaser. Frequently this is very important as it has 
a definite bearing on price. Preliminary information 
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should also include a knowledge of the various types 
of articles available for any given use and some idea 
as to quality of article in relation to usage. Other items 
to be considered are price, terms of delivery, and dis- 
counts allowed either for cash or because of quantity 
buying. This department should have a regular form 
which is frequently used in gaining some of this in- 
formation and might be termed “Request-for-Quota- 
tion Form.” 
Making Purchase Orders 

In enumerating these steps preliminary to purchas- 
ing, it is quite obvious that this plan does not coincide 
with the prevalent method of purchasing; namely, giv- 
ing orders over the desk to the salesman as he calls. 
This method of purchasing just described means that 
at the time the conclusion is reached that a purchase 
will be made of a given quantity of merchandise, of a 
certain firm, the salesman is not usually present. If 
he is, it is purely a coincidence. It means that the order 
is written up and mailed to the firm or handed to the 
representative of the firm if he has a regular time of 
calling. If there are certain salesmen who call regu- 
larly, orders may be prepared for them and given to 
them. As a mark of courtesy to salesmen, orders may 
be sent to the firm marked attention of their sales rep- 
resentative. This gives the salesman sufficient credit 
for having made the sale. 

Purchase orders should be written up on a form fur- 
nished by the hospital rather than by the firm selling 
the merchandise. This form becomes a definite part of 
the records of the institution and should be issued in 
duplicate or triplicate as the case may require. The 
extra copies of this form are for the use of the book- 
keeping and purchasing departments. In the purchas- 
ing department it may be used as a memorandum 
against which the receipt of goods is checked. In the 
bookkeeping department it can be used as a memoran- 
dum against which prices and extensions are checked 
and, therefore, furnishes the institution with an ade- 
quate record of purchases. Orders made out on sales- 
man slips or blank sales books are not adequate as far 
as the institution is concerned even if the salesman 
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supplies them with a copy of the order. The institu- 
tion’s records require uniformity in this respect and 
all institutions should use religiously a purchase order. 


Handling Incoming Supplies 


The third function of the purchasing department is 
the receipt of goods. A permanent record of all goods 
received should be kept and this is best recorded in a 
book devoted to this purpose which might be called 
“Receipt-of-Goods Record.” In this book should be 
recorded the date the goods are received, from whom 
they are received, the articles received, the purchase 
order number, price, and similar information. In re- 
ceiving goods they should be checked against samples 
if these have been furnished, and the condition in 
which goods arrive, as well as to whether quantities 
and weights must also be noted. 

The next step in handling incoming supplies is giv- 
ing them proper storage. The storeroom should be 
under the supervision of the purchasing department 
and goods should be properly stored until used. Being 
properly stored may involve certain physical charac- 
teristics of the storeroom and availability of the stock 
when it is issued. All goods being placed in storage 
should be given property numbers so that the age of 
the article may be readily determined, and the source of 
supply and price be readily available. These property 
numbers are recorded in the “Goods-Received Book” 
mentioned before, and as the numbers run consecu- 
tively a check can very easily be made at any time 
almost instantly. These property numbers are of use 
also at inventory time when the physical inventory 
is taken and checked against the stock records. Rec- 
ords of stock on the shelf should be kept on “Stock 
Cards” which show the source of supply, the unit 
cost, the usage in the institution for any given period 
of time and the amount of stock on hand of every 
article in stores. 

The last step in which the purchasing department is 
interested is the issue of the supply. This should be 
done on a form which might be termed ‘General 
Requisition on Stores.”’ This requisition should be ap- 
proved by some administrative officer of the institution 
and regular issue days established. 


Stock Records Important 


Stock records are as important in the hospital as 
are cash records. In fact, goods in storage represent 
an actual cash outlay and yet there are probably not 
more than thirty hospitals in the entire State of Cali- 
fornia outside of government institutions which have 
anything like adequate records in this department. 
Lack of these records obviously is the underlying rea- 
son for many of the abuses and faults to be found in 
the purchase, storage, and use of supplies. Without 
such records sufficient knowledge to purchase intelli- 
gently is rarely available. It takes more time to gather 
such information from invoices than it does to keep 
the proper records. As a result, if the record is not kept 








February, 1932 


the information is not available. Purchases are made 
without knowledge of how much of the supply is used 
during a given period. This tends to overbuying, es- 
pecially when orders are placed over the desk directly 
to the salesman. Most salesmen have one object in 
view — getting the order — and it is not their fault if 
the institution buys too heavily. The results of over- 
buying may be found in almost any institution where 
stock records are not kept. Articles of which too great 
a quantity have been purchased frequently become 
obsolete. The procedures in the institution are allowed 
to be changed without using up old supplies and they, 
therefore, become dead stock. Overbuying also results 
in damage through storage and age. Inadequate stock 
records frequently result in duplicate buying, es- 
pecially where the buying is not concentrated under 
the direction of one person. Purchasing in most insti- 
tutions where inadequate records are kept and where 
the purchasing and custodianship of supplies are not 
under one head might frequently be termed an “un- 
qualified, costly mess.” Hence, the establishment of a 
department handling all of these functions in any hos- 
pital is urged. The responsibilities should be placed 
with one person for the conduct of this phase of the 
institution's activities. This person should be allowed 
to establish adequate records for guidance and for the 
protection of the supplies purchased and used in the 
hospital. 
Courtesy to Salesmen 

Salesmen or representatives of firms selling to hos- 
pitals are an endless source of information and should 
be treated courteously and reasonably at all times. 
Their time is worth money to them, to the firm they 
represent, and to the institution on which they call. 
As a matter of fact, the consumer pays for their time 
and they should not be left to wait an unreasonable 
length of time before being interviewed. Don’t avoid 
an interview simply because you don’t expect to buy. 
The length of the interview and the matters discussed 
can very easily be controlled by the buyer, and cour- 
teous, fair treatment to sales representatives usually 
pays in the consideration the salesman gives the buyer. 

The size of the stock carried, of course, depends 
greatly upon the size of the institution. The items car- 
ried in stores will probably range from three hundred 
to two thousand in number. The amount of money 
which such a stock represents is astounding to one who 
is not keeping stock records which show the value of 
stock on hand at all times. Also the age of such stock 
is frequently unknown. Any attempt to control the 
size of stock carried on hand and the age or turnover 
of such stock involves a system of perpetual and an- 
nual inventory. Through a perpetual inventory once a 
year the age of all stock is automatically determined 
by the property number it carries and a campaign 
should be initiated to utilize all items in stock which 
have not been used to any extent during the year. 

Quantity purchasing is frequently indulged in to 
secure price. Other factors should be considered as 
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well as price, such as storage facilities, deterioration 
due to storage, obsolescence due to change in hospital 
technique or procedure, extravagant usage due to a 
large supply on hand, and interest on the money in- 
vested in the purchase. 

Contract buying, which is ordinarily a good form of 
purchase, tends toward standardization in the use of 
supply, secures a low price due to an insured volume 
of business on the part of the seller, and probably has 
few disadvantages, providing the seller agrees to pro- 
tect the buyer during the term of contract against a 
decline in price. 

In purchasing, the buyer should avoid unnecessary 
restrictions on the seller. An attempt should be made 
to use articles purchased without alteration on the part 
of the seller. In other words, merchandise of standard 
sizes, in standard quantities, packed in standardized 
containers, should ordinarily be deemed acceptable; 
otherwise, unnecessary costs must be passed on to the 
buyer because he does not conform to general usage. 


Buying Locally 

Buying locally is a slogan that is indulged in by 
many business houses and associations. A retort to this 
argument in selling is made almost universally with a 
selfish motive in view and should be given very little 
weight by the purchaser. Such an argument carried to 
its logical conclusion becomes absurd and unsound. If 
it is sound for all consumers to buy locally everything 
they use, then it would be also logical for all distrib- 
utors of merchandise to buy their products only of 
local manufacturers. Carrying this argument to the 
extreme, it would mean that all intercity, interstate, 
intersectional, and international trade would be done 
away with. Local prices would be extremely high as 
outside competition would be stifled and the natural 
advantages that one community has over another for 
producing an article at less cost would not be utilized. 
The increased cost of buying everything locally and 
manufacturing everything locally would necessitate a 
reduction in living standards and we would return to 
the standards of two hundred years ago when there 
was no, or very little, intercommunity trade. As a mat- 
ter of fact, a hospital by actual check must spend 
about 80 per cent of its money locally. This includes 
the payroll, such items of general maintenance as 
taxes, insurance, water, light, power, and so forth. It 
also includes many of the perishable items in the com- 
missary department, such as milk, butter, eggs, fresh 
fruits and vegetables, and so forth. The remaining 20 
per cent of the budget should be spent where the insti- 
tution can get the most advantageous prices. Much of 
this 20 per cent must be bought out of town and there 
is no reason for restricting the institution as to its 
source of supply because of local sentiment. Many of 
the business organizations which use this slogan, in- 
sofar as the public is concerned, in turn buy where 
they can get the best prices regardless of whether it 
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is locally or at great distances. Business competition 
compels them to do so. The propaganda put out to 
buy locally is for consumption by the gullible public. 

There is no difficulty in having people buy at home 
if it is cheaper for them to buy at home. How many 
patients do you expect would patronize your institu- 
tion if it were cheaper for them to pay their railroad 
fare to a neighboring city and be hospitalized in an 
out-of-town hospital ? 


Coéperative Buying 

Coéperative purchasing has been employed by 
groups of institutions in a number of instances with 
varying degrees of success. There are a number of in- 
stances in the eastern United States where the plan 
has been in successful operation for a long period of 
time. Codperative purchasing has been in effect among 
San Francisco hospitals for several years. The plan 
was instigated by the Community Chest and has been 
followed rather loosely by several hospitals since that 
time. The scope of their activities is not large, how- 
ever, but the results proved worth while for the pur- 
chases that were made. 

Recently another group of institutions, mostly in 
California, have adopted a plan of codperative buying 
which is proving beneficial to the institutions in a num- 
ber of ways. It simplifies their purchasing problem 
greatly, it reduces the cost of the article to the insti- 
tution, and it enables the institution, even though se- 
curing better prices, to buy in smaller quantities, the 
lower price being secured through total volume of 
business over a given time rather than by buying in 
large quantities. 

The purchasing, receiving, storing, and issuing of 
supplies is not a job which should be done incidentally 
to other work but should be definitely organized as a 
function and department of the hospital, under the 
supervision of one person who should be trained or 
should attempt to train themselves to purchase advan- 
tageously and economically. This person should not be 
handicapped with inadequate records and inadequate 
facilities. Such records of purchase actually save them 
time rather than consume time, and no institution can 
afford to purchase without them. 





To Have Catholic Hospital 

Property has been purchased for a new hospital in Spring- 
field, Ohio, to be conducted by the Franciscan Sisters. Plans 
have been under way for an institution of this type for some 
time, but several citizens in the neighborhood where the 
property is located, petitioned the city commission to refuse 
to allow the Catholics to build the institution. Now, however, 
a vote is to be taken, and it is expected that soon thereafter 
plans will go forward and the institution will be finished and 
dedicated. 

At present, many of the needy of Springfield are being 
cared for in St. Elizabeth’s Hospital, Dayton, Ohio, with the 
exception of those who are taken care of by an Order of 
Sisters, who visit the sick and needy in their homes. 
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THE SAME LENTEN RESOLUTION 


A year ago at the beginning of Lent, it was the sug- 
gestion of the president of the Catholic Hospital Asso- 
ciation that the Sisters might well make it one of their 
Lenten practices to answer the correspondence which 
emanated from the central office of our Association 
and to give some attention to the prompt and com- 
plete answering of questionnaires. If that suggestion 
was necessary in 1931, it is even more necessary in 
1932, for this year a series of such questionnaires will 
reach our various member hospitals during the season 
of Lent. 

There will be, first of all, the questionnaire on Nurs- 
ing Education; secondly, the questionnaire to be issued 
by the Committee on the Adequacy in the Number of 
Vocations, and thirdly, the Financial Inquiry. All of 
these will form the basis of reports and discussions at 
the forthcoming convention at Villanova in June, and 
it is hoped, also, that these various studies might lead 
to the formulation and the adoption of policies for the 
future. 

It has been made abundantly clear to all those who 
have followed the trend of questions pertaining to our 
hospitals that these three studies are basic and funda- 
mental; that they are timely and important. Surely, 
then, even though patience and forbearance are re- 
quired in participating actively in these various under- 
takings, the motives which prompt the issuance of these 
various inquiries will make their strong appeal to our 
entire membership. No sacrifice is a large sacrifice if 
the reason for the sacrifice is larger, and surely the pur- 
pose of giving to the public, Catholic as well as the non- 
Catholic, the truth concerning our institutions on mat- 
ters of such vital importance as the spiritual life in our 
hospitals and its relation to the number of vocations, 
nursing education, and the financial conditions of our 
institutions must certainly be regarded as challenging 
and commanding. 

The Executive Board of our Association, therefore, 
confidently looks forward to complete and prompt 
answers to these inquiries and begs all the hospital 
members of our Association to lend their fullest meas- 
ure of codperation. The good intention which should 
prompt all our actions, particularly during the season 
of the year when spiritual motives should be, if pos- 
sible, more controlling than ever, will supply that stim- 
ulus which is often needed, sometimes for the seem- 
ingly most trivial action. We have come to look upon 
the work of the Catholic Hospital Association as a 
form of Catholic Action which is most effective in its 
results. We have come to look upon it as a work of 
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apostolic zeal and as an endeavor most susceptible of 
spiritual motivation. If all this is true, then surely the 
work of promoting the activity of our Association is 
most timely during this particular season of the year. 
—A.M.S., SJ. 


THE 17TH ANNUAL CONVENTION 


The Executive Board has been most happy to an- 
nounce that the Seventeenth Annual Convention will 
be held at Villanova College, Villanova, Pennsylvania, 
a suburb of Philadelphia, beginning on Tuesday, June 
21, and ending on Friday, June 24. 

We have been most fortunate in receiving from His 
Eminence, the Cardinal Archbishop of Philadelphia, a 
hearty invitation to hold our Convention in His Arch- 
diocese. We have been touched gratefully, even in an- 
ticipation, by the whole-hearted and coéperative invi- 
tation from the Reverend James H. Griffin, President 
of Villanova College, who placed the facilities and re- 
sources of Villanova College at the disposal of our 
Association. We are no less impressed by the happy 
augury for a successful convention given us by the 
cordiality and interest of the Pennsylvania Conference 
of our Association when the news was spread that the 
convention was to be held in that state. 

Villanova College lends itself most favorably to a 
convention such as ours. The chief feature inviting to 
the Sisters will unquestionably be the fact that prob- 
ably all the delegates and visitors to the convention 
will be quartered on the campus. Excellent living ac- 
commodations are provided in the dormitories of Vil- 
lanova College itself. The meeting rooms will be found 
to be modern, attractive, and particularly inviting. 
Located as the college is, in the rolling country to the 
west of Philadelphia, amidst beauties of scenery which 
are never more beautiful than in the late spring. the 
college will offer us a most attractive habitation and 
splendid facilities for our meetings. The new gym- 
nasium rapidly nearing completion will afford unusu- 
ally favorable facilities for our exhibitors, particularly 
as the floor plan of the gymnasium will enable us to 
hold the sectional meetings in close relation to the 
exhibits. With board and lodging splendidly provided 
for and with modern meeting halls and most satisfac- 
tory space for our exhibits, it may well be hoped that 
the physical features for the Seventeenth Annual Con- 
vention will prove to be among the best ever enjoyed 
by our Association at any of its Conventions.—A. M. 
S., SJ. 

CONVENTION PROGRAM 


“The Achievements of the Catholic Hospital” has 
been approved by the Executive Board as the general 
theme for the forthcoming convention. That such a 
topic is timely, even the most casual thoughtfulness 
will easily show. We have been accustomed, in our 
conventions, to talk much about future developments, 
to see in the work of the past year a promise of a still 
greater work for the succeeding year, to evaluate what 
has been accomplished in terms of what still remains 
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to be accomplished. Such a procedure is valuable and 
useful. From time to time, however, it is advantageous 
to stop and to look back upon one’s years of growth, 
not with a morbid interest of senescence but with a 
vibrant interest of youth, so that such a retrospect 
might serve as the stimulus and an incentive to still 
greater progress. 

This year particularly, perhaps, when the shades of 
discouragement have fallen upon our country and the 
clouds of doubt have encompassed us and when the 
fogs of uncertainty surround us, it may be well to find 
a measure of joy, satisfaction, laudible pride, and con- 
fidence through a review of what a Catholic hospital 
has achieved. We hope that the forthcoming conven- 
tion may not talk vaguely and in general terms of 
these achievements. What we desire to present to all 
our membership, as well as to the hospital world in 
general, is the thought that the Catholic hospital, de- 
spite its special difficulties and its peculiar anxieties, 
has still managed to make a contribution of enormous 
value in the general field of hospital science. We hope, 
therefore, to allow to let pass before our eyes in re- 
view, the solution as instanced in particular institu- 
tions of many major as well as minor hospital prob- 
lems, so that object lessons might be given through the 
solutions already practically presented of other solu- 
tions, both of the same and similar problems in other 
institutions among our membership. One cannot but 
be impressed, on visiting a large number of our insti- 
tutions, with the more or less successful answers given 
by different institutions to many vexing questions in 
administration, professional service, management and 
financial success. We have seen such solutions, in the 
one case, what might probably be considered the most 
outstanding solution of continuity of welfare service 
through hospitalization, in another case, the complete 
integration of staff activity in the general activity of 
the institution ; in still a third case, the successful cor- 
relation through the medium of the centralized service 
of the minor operating divisions with the auxiliary 
surgical departments; and still another case, the ex- 
emplary interrelationship between the teaching func- 
tion of the school of nursing and the service function 
of the hospital; in still another case, the success of 
highly concentrated administrative authority in the 
face of extremely wide diversity in departmental activ- 
ity and finally, in another case, which comes to mind 
as readily as the previous ones have done, of the ex- 
treme popularization of a hospital through contacts 
with the public by means of general public health in- 
struction. The solutions of problems have, in some 
cases, been so outstanding that one cannot but hope 
that they may be made known to ever-widening groups 
of hospital executives, hospital nurses and other mem- 
bers of the hospital personnel and that the knowledge 
of them may find its way among all who are interested 
in the general service of our institutions. 

It will be the purpose of our next convention to fea- 
ture just such achievements of our Catholic hospitals. 
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To be sure, the projects which our Association as a 
whole has undertaken will receive the major stress in 
our business and deliberative meetings. In the strictly 
program sections of our meetings, however, we wish to 
stimulate our zeal for a continuation of our efforts, by 
the review of the many things which we have already 
succeeded in accomplishing. Within a short time, there 
will be sent out from the central office a request that 
all hospital executives who feel that their institution 
has made contributions to the general field of hospital 
science may, of themselves, volunteer to present their 
special feature to the Association as a whole. We look 
for a spontaneous and whole-hearted codperation for 
the simple reason that we all know that their institu- 
tions have ambitioned success not for the intrinsic 
value of success in itself, but for the sake of that great- 
est of all good purposes, the promotion of God’s glory 
and the good of souls and that same purpose can be 
still better served by letting others see how one insti- 
tution is convinced that it has promoted its great pur- 
pose so that other institutions may be encouraged to 
emulate the example of the first. 

I cannot but feel that such a program shall contrib- 
ute, just at the present juncture, much encouragement 
and helpfulness. If the program can be successfully 
carried out, it will, without doubt, contribute to the 
promotion of the general purposes of our Association. 


—A.M.S.,SJ. 





Complete Addition 

The $50.000 addition being erected to St. Vincent’s Hos- 
pital, Green Bay, Wis., is nearing completion and although 
no formal dedicatory services are to be held, the various 
rooms will be put into use soon. 

In addition to the new unit, parts of all three floors and 
the basement of the south wing of the institution have been 
refinished and entirely modernized. A new maternity depart- 
ment, partitioned off by glass doors from the rest of the hds- 
pital, now extends across the entire third floor of thé south 
wing. 

Clinico-Pathological Conference 

The medical staffs of St. Francis and Methodist hospitals, 
Peoria, Ill., have organized a clinico-pathological conference, 
which will meet at the respective hospitals the first and third 
Wednesdays of each month. The meetings are to be character- 
ized by discussions of clinical cases and the pathology ascer- 
tained in the examination made by the pathologist of the 
hospitals. 

Auxiliary Elects Officers 

The executive board of the Women’s Auxiliary to St. Fran- 
cis Hospital, Hartford, Conn., at a recent luncheon meeting 
elected officers for the coming two years. The report of the 
treasurer showed that $4,800 had been contributed to the hos- 
pital during the year. A very interesting address was delivered 
by Dr. Henry N. Costella, of the hospital staff, on “The 
Emancipation of Woman.” 

Chosen As Hospital of County 

St. Vincent’s Hospital, Sioux City, Iowa, has been ap- 
pointed the official county hospital for 1932 by the board of 
supervisors. The board renewed its contract with the hos- 
pital, which has been in force since 1926. Under this control 
the institution receives $2 a day for the room and board of 
every patient, $5 for use of the operating room, and the cost 
of medicines and bandages used. 





The Grading Committee 
Miss Anna C. Jamme, R. N. 


of an enterprise or in a profession when there 

must be a pause to survey the methods em- 
ployed, the usefulness of the work, and to consider 
what is good and what is poor and what can be re- 
jected.* Such a time came in the profession of medi- 
cine, law, teaching. Nursing had its moment. Over a 
period of sixty years it had been groping to find its 
way. First through organization, secondly through 
legislation; both methods seeking to establish stand- 
ards of education and practice of nursing. 

It became apparent, however, to those who were 
guiding the destiny of nursing in the United States 
that something further was needed; in fact, an impar- 
tial study of the entire field of nursing and the prep- 
aration of the nurse for the work expected of her. Ob- 
viously such an investigation would entail considerable 
expense and require time and personnel to do it prop- 
erly. 

The foundations interested in health and education 
were approached and each declined, believing such a 
study was not within its jurisdiction. On the initiative 
of the three national nursing organizations in 1920, it 
was decided to organize a commission with represen- 
tation from allied organizations concerned with the 
training and employment of nurses. These organiza- 
tions were: The American Medical Association, the 
American College of Surgeons, and the American Pub- 
lic Health Association, added to which were four edu- 
cators and seven members at large. Dr. William Dar- 
rach, of New York City, was chosen as chairman and 
is still giving his valuable services. 


‘ere comes, inevitably, a time in the growth 


Function of the Committee 


The Committee assumed as its function “The study 
of ways and means for insuring the ample supply of 
nursing service, of whatever type and quality needed 
for adequate care of the patient, at a price within his 
reach.” In order to carry out this self-imposed duty a 
program was outlined which in its completion would 
require about five years. The first two years were to 
be devoted to the supply and demand of nursing serv- 
ice, the next two to analysis of nursing and nurse 
teaching, and the third to the actual grading of nurs- 
ing schools. 

For funds to carry on this program it was estimated 
that $200,000 would be necessary. This was carried 
partly by gifts and partly by the state organiza- 


tions of nurses. Dr. May Ayres Burgess, not a 
medical woman but a doctor of philosophy 
and a trained statistician, was selected to direct 


the study. The Committee immediately set to work 
in its offices at 370 Seventh Avenue, New York 
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City. The broad objective of the work was defined as 
follows: (1) To conduct studies of the fundamental 
facts and factors determining an efficient nursing edu- 
cation; (2) to formulate and apply tentative stand- 
ards for the grading and classification of schools. The 
studies of fundamental facts to cover these distinct 
fields of inquiry were thought to be: first, the need 
and supply of nurses and other nursing functionaries ; 
secondly, the occupational analysis of the nursing 
service as to knowledge, skills, traits, etc. required; 
thirdly, the current status of existing facilities for the 
education of members of the nursing profession. 


The First Results 

By the summer of 1928, we had in our hands Nurses, 
Patients and Pocketbooks, which was the first report 
of the Committee. Two years were required to gather 
the facts. Once this was accomplished and the facts 
studied, it became apparent that four lines of work 
had to be pursued: (1) to reduce and improve the 
supply; (2) to replace students with graduates; (3) 
to help hospitals meet the costs of graduate service ; 
(4) to get public support for nursing education. In Dr. 
Burgess’ keen, clearcut mind she saw what was im- 
plied in the study so far and she was most frank in 
expressing it. What was of telling force in this first 
report was that it presented cold facts. Heretofore we 
had been thinking without facts, often fooling our- 
selves in the belief that we were doing good work. Now 
we saw ourselves in the light of figures and statements 
that could not be gainsaid. 

This ended the first epoch of the work. Then came 
the actual grading of the schools. We have observed 
how this has been done. Every school has had its 
questionnaire to fill out. These have been studied, com- 
pared, tabulated, and a confidential copy of the find- 
ings sent to the school. The work has been done on a 
statistical basis. The first reports brought together an 
astounding amount of data requiring the most minute 
handling, as each school called for a special treatment. 
This method of work constituted a self-survey, the 
schools actually surveying themselves. 

The first reports did not attempt to set up hard-and- 
fast standards. The aim, as I take it, was to show the 
school what it was actually doing by its own state- 
ments as brought out in the returned questionnaire. 
Later, a comparison was made of the work in each 
state as compared with the whole United States. As, 
for instance: in California it was found that 11 per 
cent of the students work more than 8 hours a day, 
despite the fact that there is an 8-hour law for student 
nurses ; that the typical school in California has given 
one entrance health examination and at least one sub- 
sequent one to 67 per cent of its senior nurses, while 
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the typical school of the United States has given two 
health examinations to 20 per cent of its senior nurses. 
In comparison with our neighbor, Oregon, we find that 
in Oregon 56 per cent of the schools have graduate 
head nurses, while in California this is true of 74 per 
cent of the schools. 

Grouping the schools in Wyoming, New Mexico, 
Arizona, and Idaho, it is found in the matter of in- 
structors that 56 per cent of the schools in this group 
have a regular instructor as compared with 58 per cent 
of all the schools in the United States; that 40 per cent 
belong to the National League of Nursing Education 
as compared to 42 per cent in the United States. 

These are but a few figures culled from the general 
report to show how comparisons are set up. In this 
way we gradually proceed to a more definite basis 
which the schools themselves will establish. We may 
not be able to point to any one school and say this is 
Class A, because it may have a high rating for one or 
more particular subjects and a low one in others. 

Speaking before the National League of Nursing 
Education meeting in Atlanta in May of this year on 
what the reports mean to the school, Helen Wood, 
director of Rochester University School of Nursing, 
Rochester, New York, said: “The Grading Committee 
is showing us how to make our own studies in our own 
schools, with the result that we are finding things out 
for ourselves. This gives us a real knowledge of the 
situation, and will result in greater likelihood of ac- 
complishment. Few can afford experts to come in and 
make surveys for them, but a better knowledge of what 
experts can do through scientific studies is giving us 
an idea of what we, in a smaller way, can develop 
within our own group.” Miss Wood goes on to say that 
the haphazard way in which we have tried to anaiyze 
our difficulties has resulted in waste with no accom- 
plishment and much discouragement; that now, 
through the Grading Committee, we have found a 
way and see that our schools are not different from 
other schools. Furthermore, we are losing our self- 
centeredness and are willing to declare our weaknesses 
before the public gaze. With this conscious acknowl- 
edgment we are commencing to make courageous at- 
tempts toward future and new development. The Grad- 
ing Committee has been gently but firmly leading us 
on by first showing in the supply-and-demand study 
why our graduates are not always successful, wherein 
the weakness of education lies, and then to the schools 
to discover to us the faults in the system of training. 
As Dr. Burgess presents the matter under the caption 
“What Can Your School Do?” in the last Report of 
the Proceedings of the National League of Nursing 
Education: “The foundations are not yet strong 
enough in nursing. The facts which have been brought 
to light by the grading studies would be black indeed 
were it not that several of the other professions have 
gone through the same discouraging stages. In medi- 
cine and in education we have had schools which were 
only poor excuses for schools. We have had proprietary 
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schools which exploited the students in order to put 
money into the pockets of the owners. We have had 
standards so low that graduation from the school was 
anything but evidence of competency. Conditions in 
nursing today would be intolerably discouraging were 
it not that in medicine and law and education much 
the same conditions have been met and overcome. 
Things are bad, but they need not long continue to be 
bad. What the other professions have done, nursing 
can do, and can perhaps do rather faster than some 
of the others because it has their example to guide its 
own footsteps, and it has a great body of able workers 
who are determined that the nursing house shall be 
made clean.” 
Educating the Educators 


Of the faculty, those who do the teaching, it has been 
astonishing to find that such a large percentage have 
had little educational background and no special prep- 
aration for their task. With the opportunities available 
through the National League of Nursing Education, 
only 13 per cent of the graduates employed in the ac- 
credited schools of nursing belong to the above organ- 
ization and only 92 out of 100 have attended a nursing 
institute. It is found that 84 per cent have never been 
beyond high school. Yet, as Dr. Burgess says, “No 
one watching the heavy responsibilities these women 
successfully carry could fail to be impressed by their 
inherent intelligence; untrained in the techniques of 
scholarship but determined to raise the standards of 
their school; waiting eagerly for someone whom they 
trust to tell them in the simplest language exactly 
what to do.” 

The present economic situation which is causing 
great unemployment of nurses is bringing out many 
facts already discovered by the Grading Committee. 
At the very beginning of its work there were two dis- 
tinct problems: (1) to improve the quality of nursing 
advocated by the nurses; (2) to increase the quality 
of nurses advocated by the doctors. 

Today both interests are deeply concerning us. To 
improve the output of nurses that they may know and 
find their place in the economic scheme, and that they 
may not carry the burden of unemployment because 
of lack of preparation is a duty placed upon every 
school. 

As for quantity, it would seem that this should be 
sharply curbed. In a letter received recently from Dr. 
Burgess, she mentions the study of admission of stu- 
dents: “We have just made a nation-wide study cov- 
ering 79 per cent of the schools which took part in the 
first grading and 67 per cent of all the schools in the 
country, concerning the present student enrollment. 
The results indicate that 43 per cent of the schools 
have a larger student body this year than last year, 
11 per cent have continued with a school of the same 
size, and 46 per cent have reduced the numbers of stu- 
dents. Considering how slowly things move, I think 
on the whole this indicates a really favorable trend, 
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since nearly half the schools seem to be reducing their 
numbers of students.’ Apparently California comes 
within the 43 per cent having an even larger student 
body this year than last. 

In 1930 there were 2,008 students admitted. In 1931, 
to date 1,942 have been admitted, which figure does 
not include one large and three smaller schools not 
reporting. It gives us something to think of when we 
contemplate the numbers to be graduated during the 
next three years. We can but hope that the schools 
will be merciful to the unfit and not carry them to 
graduation only to have them rejected by the school 
itself after finishing or find an unfriendly world await- 
ing them outside of the hospital. 

In conclusion let me quote further from Miss Wood 
at the meeting of the National League of Nursing 
Education in Atlanta. “The self-study naturally result- 
ing from the Committee reports means a conscious 
acknowledgment of both successes and failures, the 
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starting point of courageous attempts toward future 
development. But we must be able to interpret these 
reports as well as our own studies scientifically and 
fairly. It cannot be done in haphazard fashion. We 
must be open-minded to criticism, willing to seek ad- 
vice, and capable of giving accurate information. Upon 
the attitude of the principal of the school toward these 
studies will depend the large part of how they are 
received by students and graduates, training-school 
committees, hospital trustees, doctors, and hospital 
directors. To quote Miss Eldredge’s recent article on 
Standardization Programs: ‘It is impossible to calcu- 
late what these grading programs have done, but they 
are as far-reaching in their effects on schools of nursing 
as are the waves which follow the dropping of a pebble 
into the lake. They will reach the shore but they will 
have lost some of their force, unless those who have 
the necessary power and the leadership follow up these 
suggestions.’ ” 


Value of Conventions and Meetings 
Sister M. Ligouri, R. N. 


HEN the morning mail brings the announce- 

W\ ment of a quarterly meeting or of a conven- 

tion, do we feel a real interest, a pleasurable 
anticipation, or do we simply file the announcement 
under the mental caption of “Another Meeting” ?* 

We know that a convention or meeting is a coming 
together for a definite object, and the objective of 
every hospital gathering is the good of the individual 
hospital and the collective gain of the general hospital 
movement. In other words, a convention is a blending 
of interests. 

Is this something of interest to us — have we some- 
thing to gain by participating? Ask a man why he 
reads the morning paper so regularly and with such 
eager interest. He will tell you that he wants to know 
what is going on, regardless of whether his interests 
lie in the financial. tabulations, the political news, or 
the baseball score. Our hospital meetings afford just 
this opportunity —they keep us abreast of what is 
transpiring in the hospital world. Certainly this is of 
vital concern to us, and the individual hospital cannot 
afford to overlook the problems of the group. Our lines 
of organization may be different, but as we are all 
colaborers in a glorious cause our interests and also 
our major problems will be mutual. | 


We Have Problems 


We cannot say that we do not have problems which 
need solving. The very nature of our work is such that 
each day brings forth its own question. The trend of 
the times does not leave our institutions untouched, 
and we are not dealing with things which can be di- 
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rected under rigid routine. We are treating with the 
human element and our problems must be solved ac- 
cordingly. 

Our meetings and conventions are a great educa- 
tional factor for us. It is through this meeting of hos- 
pital minds that we become acquainted and conversant 
with the vital issues of the hospital field. We learn 
what those issues mean to us as a unit and what they 
portend for the group. In fact, our meetings are the 
ideal place to glean such information. The personal 
contact with one another brings something to us which 
the best-written article fails to carry. We become 
aware of the trend of certain policies and standards 
before they are prescribed as a requirement to which 
we must conform. We learn what others are doing and 
why, and we get the reaction of certain experimental 
procedures. We need this constant educational factor 
in our work. 

Unity of Purpose 

We read and hear much today on codperation and 
efficiency, and experience proves that unity of purpose 
and effort makes for success. As a unit we will profit 
by this spirit of codperation, and the movement as a 
whole will be materially aided. Codperation will ac- 
complish much toward bringing us out of our shell of 
reserve, making us real contributors to the general 
good. With this spirit of codperation the missionary 
arm of our work will be greatly strengthened. In our 
conventions, particularly, do we see the splendid result 
of this unity of effort and purpose, our codperation. 
Frequently an action will be taken which could only 
develop from the sincerity of effort and union of pur- 
pose represented by these gatherings. A striking and 
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glowing example of this is the action taken at the 
recent session of our Catholic Hospital Association 
regarding the schools of nursing and the grading com- 
mittee. It was the unanimous vote of the convention 
that we form our own grading committee. What other 
mode of procedure could have accomplished such a 
splendid step forward ? In the problems which confront 
us today we need this spirit of codperation. 

Our meetings offer us a real basis of comparison. 
They make for a broad vision in our work. They re- 
move us, if only for a few hours, from the familiar 
outline of our own particular duty. They afford us an 
opportunity of getting our perspective as we compare 
the results of others with our own. We study the out- 
lines of organization presented to us, compare them 
with our own plant, and see possibilities here and 
there. Regardless of the subject discussed, consciously 
or not, we are comparing facts. Frequently, as the 
result of this comparison, we come home and inaug- 
urate a new procedure or amplify an old one, being 
very enthusiastic over the experiment and putting 
forth a genuine effort. We are spurred on by knowing 
that such and such a hospital adopted this measure 
and found it advantageous. We have compared facts 
and figures and gained by the comparison. 

Our meetings contribute much to maintain high 
ideals and loyalty to principles. Nobler aims and pur- 
poses are constantly brought before us, higher goals to 
be attained. It is imperative for us, individually and 
collectively, that our ideals be kept high in order that 
we accomplish our mission both as religious and as 
hospital workers. We will return to our own particular 
sphere with renewed purpose to keep the torch of Cath- 
olic ideals gleaming always brighter and to submerge, 
if need be, our individual interests to the welfare of 
the group. 

A Spirit of Coéperation 

We might continue to enumerate benefits and ad- 
vantages to be derived from our deliberations, yet this 
is hardly necessary. However, in order that every meet- 
ing may yield the best results, there must be an indi- 
vidual coéperation. We say that a chain is no stronger 
than its weakest link. Likewise, we may say that a 
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convention or periodic meeting will be no greater than 
the codperative interest of the individual members. 
With this thought in mind, let us be generous givers 
and do our share when we attend a meeting. The most 
splendid staff of officers, or the most carefully chosen 
program committee can only do a 50-per-cent job 
without our coéperation. We may appoint them, but 
they cannot do the work alone. We are seldom without 
an idea on any given subject in the home atmosphere, 
so when we come to a convention or periodic meeting 
let us give others the benefit of our ideas or of our 
experience. True, they may not always agree with us, 
nor we with them, but that is the reason we come to- 
gether, to get two sides to many questions which con- 
prise our work. Individual interest and active coéper- 
ation are two factors which we must contribute to the 
end of successful meetings. 


Present Your Ideas 


We all have suggestions now and then for improving 
our methods. In all probability we have some sugges- 
tions for making our periodic meetings more interest- 
ing — and certainly with the wealth of material at our 
disposal we need never have an uninteresting or drab 
session. It is a simple matter to present these sugges- 
tions to the chairman of our meeting, or present them 
in the round-table discussions which have become such 
a part of our meetings. Frequently an idea will be 
offered which will accomplish much for a particular 
meeting and for many more in general. Our periodic 
meetings are very important, particularly as for the 
majority of us they form the main point of contact 
with the hospital field, aside from our own charge. It 
is, therefore, the imperative duty of each unit to con- 
tribute a full share to the success of these deliber- 
ations. When we return home from a meeting or con- 
vention, let our enthusiasm and interest be infectious 
so that our hospital personnel will feel that these gath- 
erings are splendid opportunities — opportunities 
which they will want to grasp whenever occasion pre- 
sents. We will thus be carrying on the spirit which lies 
at the foundation of our meetings, the spirit of educa- 
tion, coéperation, and high ideals. 


Operating-Room Supervision 
Miss L. Mahan, R. N. 


HILE the general principles of operating-room pro- 

cedures are about the same in most hospitals, they 
vary much in minor details of method and technique.* Many 
hospitals have perfected methods which yield splendid results 
to themselves, although they are sometimes unsuited to other 
hospitals. Each institution must develop methods suited to 
its own requirements, although much may be gained by visit- 
ing other hospitals for comparison, instruction, and perhaps 
for self-congratulation at times. 





*Read at the Seventh Annual Conference of the California, Arizona, and 
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Codperation is necessary for a well-organized operating 
room and much of this depends on the supervisor and her 
assistants. The supervising nurse must place her work and 
the work of her staff so that each one’s duties are clearly 
and definitely understood. The power of discipline should 
be carefully administered by the operating-room supervisor. 
This is more important in the operating room than in any 
other department of the hospital, as everyone is working 
under higher tension. An order given should rarely be ques- 
tioned. 

The duties of the operating-room supervisor are many and 
varied : 
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1. To establish mutual codperation between the doctors and 
the operating-room staff. 

2. To teach the student nurses operating-room procedure 
and technique. 

3. To safeguard the health of the ‘staff by arranging hours 
“off” as well as “on” duty. 

4. To arrange the schedule of operations for the day and 
to assign nursing duties during the operations. 

5. To buy all instruments and equipment used in the 
surgical department. 

Eight-hour duty should be just as possible in the operating 
room as in any other department of the hospital. This, of 
course, can be accomplished only by enabling the supervisor 
to have a sufficient number of assistants for minutely dis- 
tributing each one’s duties. Nurses on duty during the day 
should not be expected to be on duty for emergency work in 
the evening. In an operating room in which a great deal of 
emergency work is done, a night staff should be employed to 
relieve the day staff after its long and irregular hours. Good, 
efficient service cannot be obtained from fatigued bodies and 
minds, and keeping a nurse fit is advantageous to all. 

'The operating-room supervisor has the opportunity of build- 
ing forethought, accuracy, and presence of mind into a stu- 
dent’s character more than any other supervisor. When the 
new student enters the operating room she usually comes 
with a feeling of terror and self-consciousness; and with the 
fear that her new duties are going to be very difficult. Until 
she is able to adapt herself to her new surroundings, she 
should be allowed to spend time in observing the work of the 
other students in the performance of the routine duties. If a 
student, after the first month, has made little progress in her 
work and is unable to adapt herself, the supervisor should 
have a frank talk with her, explain her weak points, and 
should encourage the student to tell her why her work seems 
so difficult. By doing this, it has often been demonstrated 
that out of a very unpromising girl, a good operating-room 
nurse can be made. Each student should be required to keep 
a record of all operations at which she assists, and a written 
report of the type of work she has done should be made by 
the supervisor at the end of the student’s service. 

In a large institution where many patients are entered 
daily who require surgical attention it is impossible to ar- 
range the schedule of operations until only one day previous 
to the operation. Let us take, for example, the San Francisco 
Hospital, an institution of this type, where we may be able 
to accommodate 200 surgical cases or more. To arrange the 
schedule, we have to take into consideration: First, the hour 
desired by the surgeon; second, the number of nurses and 
anesthetists available; third, the type of operation to be per- 
formed. There are eight operating rooms—three for major 
operating, three for minor, one cystoscopy room, and one 
emergency room. The emergency operating room is kept 
completely set up for immediate use and in that way an emer- 
gency operation may be taken care of without interfering 
with the regular schedule. There are three graduate assistants, 
three anesthetists, and a staff of 14 students. The schedule 
for the day must be completed by three o’clock in the after- 
noon so that all preparations may be made and the nursing 
staff assigned to their various duties for the next day. A grad- 
uate and two students are assigned to each major operating 
room. 

When a surgeon is scheduled for more than two major op- 
erations he usually starts as early in the morning as possible 
and takes all his cases to one operating room to which the 
same staff of nurses and anesthetists is assigned for the cer- 
tain period. 

Three rooms are reserved for minor operations. If a sur- 
geon is scheduled for three or more minor cases, a room is 
assigned to each case. While the surgeon is performing one 
operation, the next case is being prepared in another room so 
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that the surgeon may proceed with his next operation with- 
out any delay. Many cases may be taken care of in this way 
in a short period of time without any undue confusion. The 
San Francisco Hospital being such a large teaching institu- 
tion, many large clinics are arranged for visiting doctors. 

For orthopedic cases a special room with an adjoining plas- 
ter room is reserved. If one surgeon is scheduled for more 
than one open bone operation, the patient is taken to this 
room after the operation for the application of plaster by one 
of the assistants, and the surgeon proceeds with his next case. 
Since we must average 15 to 25 operations daily, we have 
developed a scheme of appointments as follows: 

1. The senior nurse scrubs and assists the surgeon. 

2. The junior nurse scrubs and assists the senior nurse. 

3. A graduate nurse is responsible for the preparation and 
draping of the patient and the teaching of the students. 

A supply table is arranged compactly and completely. The 
“set-up” includes instruments, linen, sutures and needles 
needed for all operations scheduled for that particular room. 
The junior nurse handles all sterile supplies on the supply 
table. The senior nurse assists the surgeon, serving from the 
individual instrument tray and calling on the junior nurse for 
extra supplies. Besides keeping the supply table clean, the 
junior nurse has time to prepare for the next operation sched- 
uled for that room. In this way the supply table serves for 
many clean cases, the operations being so arranged that the 
unclean cases are scheduled last. 

One junior student is always kept available for the recov- 
ery room. This is a room set aside for all ether cases. As 
soon as the operation has been completed the patient is taken 
to this room and placed in a warm bed. The nurse remains 
with the patient until he is fully awake, watching his condi- 
tion carefully. This relieves nursing problems on the wards, 
at the same time instructing the students in postoperative 
care of patients. 

All operating rooms have their own definite routine but 
individual preference, experience, and judgment must be the 
deciding factors in the most efficient arrangement. It would 
be a good plan if all operating-room supervisors would form 
a committee in order to learn from one another, to study the 
methods successfully followed in other institutions, and what 
is most essential, to communicate teaching methods. 


Hospital Faces Deficit 

St. Joseph’s Hospital, Providence, R. I., closed the year 
with a deficit of $14,000 at the 42nd annual meeting of the 
hospital corporation, it was reported. The deficit was due to 
the increased demands upon the institution by patients un- 
able to pay. Reports for the year ending December 31, 
showed increased activities in practically all departments, 
with a marked increase in the number of cases treated in the 
out-patient department. 

There was a total of 73,672 hospital days of treatment for 
3,768 patients. This represents an increase of 12,278 hospital 
days and 605 patients over 1930. The number of operations 
performed was 2,175 against 1,774 in the previous year. The 
total of those treated in the out-patient department was 
19,601, an increase of 6,477 over 1930. The greatest increases 
were in the surgical, the pediatric, and the dermatological 
departments. The surgical cases rose from 984 to 1,703; the 
pediatric from 350 to 701 and the dermatological from 93 to 
187. The laboratory reported 4,142 more examinations re- 
corded than in 1930, the totals being 17,886 in 1931, and 
13,744 in the previous year. The cause for the large deficit 
is seen in the report of the hospital days. In 1931, the num- 
ber of charity hospital days was 31,994 against 26,662 in 
1930, a rise of 5,332 days. At the same time the number of 
hospital days for part-pay persons increased 3,280 while the 
total for paying was 3,666 more than a year ago. 
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OTHER Superior and Sisters of Mercy, the 
M Board of Trustees and Staff of Mercy Hos- 
pital, Ladies and Gentlemen: 

You have invited me to join with you in the cele- 
bration of the 84th anniversary of the founding of 
Mercy Hospital, and you have imposed upon me the 
responsibility of addressing you on this happy occa- 
sion. It is with keen pleasure that I again have the 
opportunity of meeting with old friends, of bringing 
to you the good wishes and encouragement for your 
continued success, and of offering a word of appreci- 
ation to the founders of this hospital and those who 
have followed them on their mission of mercy to the 
community which they have served so well. My asso- 
ciation with Mercy Hospital in the past recalls many 
pleasant memories, when I came to learn the sincerity 
of spirit with which the Sisters of Mercy approached 
the difficult problems confronting an institution of this 
kind. From small beginnings this hospital has kept 
pace with the demands of the people and with the 
advances of medical science. You have good reason to 
be proud of your accomplishments and all join in feli- 
citations on this your natal day. But from this audi- 
ence I miss several faces of Sisters and doctors who 
have gone to their long rest, and who did so much for 
Mercy Hospital and for those who came to its doors 
for comfort. 

Early Historical Conditions 

The founding of Mercy Hospital is one of the mile- 
stones in the history of Pittsburgh. This city, at one 
time envied as the important Gateway to the West, has 
been the stage of much contention from the earliest 
times when the white man first invaded the territory 
of the Indian, to the modern period when industrial 
war centers about the production of steel and fuel. 
It was just a hundred years prior to the founding of 
Mercy Hospital that Captain Celeron, a French officer, 
took possession of the “point” at the confluence of the 
Allegheny and Monongahela Rivers, in the name of 
his king, and fulfilled his task by depositing an in- 
scribed leaden plate on the banks of the river. Nations 
are not prone to pay much respect to leaden plates, 
and when Washington visited the same “point” a few 
years later (1753), he was equally impressed with the 
military and commercial significance of the area. 
Struggle and strife involved the new inhabitants; the 
fortunes of war flowed backward and forward, and not 
until the close of the “whisky rebellion” of 1792 did 
peace settle upon the land. 

For 50 years, indecision ruled the outposts of west- 
ern Pennsylvania, a trial which was endured only by 
the hardy stock of Scotch and Irish. In 1784 Arthur 
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Lee, a Virginian by birth and a brother of Francis and 
Richard Lee — both signatories of the Declaration of 
Independence — arrived at Pittsburgh and described 
the local conditions. He ends by saying, “the place, I 
believe, will never be considerable.” How different 
were his views from those of Judge Brackenridge who, 
two years later, writing in the first number of the Pitts- 
burgh Gazette, gives a most alluring picture of the 
small colony of 500 souls and goes into ecstasies over 
the natural beauties of woodland and valley. With the 
little of nature’s handiwork which is left to us, we still 
find good reason to accept the enthusiasm of Bracken- 
ridge for his adopted land. 

Little remains to us to show for the struggles of the 
pioneer against hostile Indian and national foe. Great 
sacrifices were made, and only the names of the many 
who participated in the conflict adorn the towns and 
villages or point the way to the stranger in the names 
of the streets of Pittsburgh. It was here that Brad- 
dock, Stobo, Ward, Jumonville, and Grant failed in 
military strategy, while Washington, Dinwiddie, 
Forbes, Mercer, Neville, Craig, Bayard, and many 
others gained fame through the possession of tact and 
knowledge arising from the road of bitter experience. 
Such a settlement, nursed in the hardships of a remote 
wilderness, separated from the more advanced com- 
munities of the Atlantic coast and devoid of adequate 
means of communication, gave rise to a stock of 
hardy pioneers. Man, woman, or child was never al- 
lowed to forget the hardships which beset every under- 
taking, and each was trained to steel himself to his 
greatest effort to accomplish his immediate mission. 


Founding of Mercy Hospital 

Such was the background against which the Mercy 
Hospital was planted in 1847. The early migration of 
the people across the Alleghenies, seeking the fertile 
acres of western Pennsylvania, determined Pittsburgh 
to become the gateway by which the products could 
find an outlet. The waterways were the only adequate 
means to transport the products of the farm and mill 
to the markets on the eastern coast. All the business of 
shipping up the Monongahela and Allegheny, and 
down the Ohio and Mississippi, centered in Pittsburgh, 
and the chugging, churning stern-wheelers, arranged 
as barges or showboats, helped materially to develop 
the town. The plentiful supply of coal brought indus- 
tries, among the first of which was the glass works, 
established by O’Hara and Craig, in 1797. Soon after- 
wards fuel oil added to the wealth of the natural re- 
sources, and on the ruins of old Fort Duquesne was 
built a flourishing city. 

Mercy Hospital, the oldest permanent hospital of 
western Pennsylvania, was opened to receive patients 
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on January 1, 1847, three months after Morton had 
demonstrated the use of ether as an anesthetic and 
twenty years before Lister had proclaimed the opening 
of a new era in surgery. Pittsburgh had now grown to 
a population of 45,000, and although its importance as 
the center of business for the western settlements was 
established, its communication with other important 
commercial ports was by stagecoach and river boat. 
Travel was not easy and the routes were beset with 
hardship and danger. Not until four years later, in 
1851, did the first railway train bellow its way into 
Pittsburgh. The city was still undeveloped, few streets 
being properly paved, and at night only a few street 
corners were provided with great flares of natural gas 
for lighting. Street cars drawn by horses made their 
appearance in 1859. The rapidity of growth of the 
population was so great that the town facilities could 
not keep pace with it. Sixty-five years before Mercy 
Hospital was established, Dr. Nathaniel Bedford set- 
tled near the point on what is now called Liberty 
Street. His work and character had a determining influ- 
ence upon doctors who were to follow. 


Pioneer Physicians 

Mercy Hospital was the project of Rt. Rev. Michael 
O'Connor, first bishop of Pittsburgh, who with several 
charitable citizens, and actively aided by Mother 
Frances Warde, American foundress of the Sisters of 
Mercy, was able to open its doors to the residents of 
the city, a safe refuge in times of illness. Mother 
Frances became the first superintendent. Dr. Joseph 
Gazzim, one of Pittsburgh’s most prominent doctors, 
took charge of the medical needs for the first three 
months, giving his services free of charge to the hos- 
pital patients. Dr. William Addison succeeded him for 
the second quarter, after which Dr. Gazzim again took 
the service. 

Dr. Albert Walter, a nephew by marriage to Dr. 
Gazzim, attended upon patients at Mercy Hospital 
for several years, but never accepted a position on the 
staff. Walter, during his time, was an outstanding 
medical figure in the Pittsburgh district. Not only did 
he possess an extremely individual personality, but he 
was a keen observer in his medical practice. Contem- 
porary with Lister, he advocated conservative surgery 
and published a booklet upon methods of drainage of 
wounds, care of fractures, and the need of cleanliness 
in all operative procedures. This book was published 
in 1867, the year of Lister’s exposition upon antiseptic 
surgery. Walter was unconvinced of the need of anti- 
sepsis in surgery, if cleanliness was adequately cared 
for. The work of Walter deserves greater recognition, 
and it would be fitting for a member of the local pro- 
fession to write a bibliographical sketch of this inter- 
esting man. The year following the opening of the 
hospital, three more physicians, Drs. Alexander Pol- 
lock, George Bruce, and Daniel McMeal were added 
to the staff. 
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Expansion and Service 


Mercy Hospital was first located on Penn Avenue 
near Sixth Street, where Mother Frances Warde leased 
a building known as Concert Hall, which had previ- 
ously served as a music hall and later as a hotel. The 
capacity of this temporary hospital was about 25. 
Scarcely had patients been admitted to it when it was 
found to be unsuitable for good hospital service. In the 
spring of 1847, a purchase of land was made at the 
present site, and, in November of the same year, a 
properly planned hospital building, three stories high 
with a basement, was begun. This was completed in 
the following spring, and on May 11, 1848, the patients 
were transferred to Boyd Hill, as the district was then 
called. The capacity of this new hospital was 60 pa- 
tients, but the resources of the hospital did not permit 
the equipment of more than 25 beds. Difficulties of 
various kinds threatened the life of the hospital, but 
by the judicious management of the Sisters, the insti- 
tution remained active and was able to render good 
service to the community. 

The first hospital report was issued in November, 
1848, and records the observations of the board of 
visitors, whom the hospital authorities invited to in- 
spect all details of its management and to report their 
findings to the public. The report concerns itself chiefly 
with the conduct of the institution, the quality of the 
food supply, the cleanliness of the plant, and the atti- 
tude of the patients. Special note is made of the excel- 
lent service rendered by the staff of physicians. Dur- 
ing this period, 86 weeks, 504 patients were admitted, 
while there were only 49 deaths. The average expense 
of each patient per week was $2.68. In the second re- 
port, one year later, a note is made of the nature of the 
diseases treated at Mercy Hospital. Here we find that 
the largest number of patients were treated for inter- 
mittent fever, while lesser but yet formidable numbers 
were admitted with a diagnosis of typhus fever, remit- 
tent fever, continued remittent fever, pthisis, cholera, 
dysentery, pulmonary disease, and various surgical 
conditions. 

The hospital received soldiers, as many as it could 
accommodate, returning from the Mexican War; it 
nursed patients, the victims of several epidemics of 
typhus, cholera, dysentery and smallpox until 1872, 
when the Municipal Hospital was opened to care for 
this class of disease. 

With the outbreak of the Civil War, Mercy Hospital 
with its 100 beds was too small for a government hos- 
pital, but nevertheless it was kept filled with disabled 
soldiers during the period of the war. At the request of 
Hon. Edwin Stanton, secretary of war, the Sisters of 
Mercy took charge of the Stanton Military Hospital 
on the outskirts of Washington, D. C. The surgeons in 
charge were Dr. John A. Liddell and Dr. Philip Davis. 
The Sisters remained in charge of this hospital, with 
an average capacity of 500 patients, and which was 
occasionally visited by President Lincoln. 
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In Pittsburgh the West Penn Hospital was located 
near the roundhouse on the hillside above the Pennsyl- 
vania Railroad yards. The hospital was taken over by 
the government, and again the Sisters of Mercy were 
called upon to give assistance. Special training of 
nurses was undertaken at Mercy Hospital, and groups 
of Sisters were detailed to take charge of the nursing 
at the West Penn. The hospital proved to be inade- 
quate to care for the numbers of wounded men who 
were sent to Pittsburgh, and a “city of tents” was es- 
tablished on the hill in close proximity to the hospital. 
At this time, organized training schools for nurses did 
not exist. The Sisters of Mercy had to assume all the 
responsibility for the practical nursing and its adminis- 
tration. In recognition of these services, the govern- 
ment has marked the graves of 26 Sisters as Civil War 
nurses. 

In the recent great war, Mercy Hospital also as- 
sumed its share of the responsibility for the care of 
the sick and the wounded, by sending a large propor- 
tion of the medical staff and nurses to the field of con- 
flict. 

Industrial Center 

With the development of the Pittsburgh area into 
an industrial center, the demands made upon Mercy 
Hospital for surgical facilities became greater and 
greater. This hospital was fortunate in being able to 
respond to those needs, both in its professional per- 
sonnel and in the accessories which go with an ade- 
quate surgical service. Step by step, Mercy Hospital 
kept pace with the everchanging conditions in this 
workshop of Vulcan. 

Observe the long roll of skillful surgeons who have 


.kept this hospital before the minds of this community 


—from the days of Gazzim, Addison, Walter, and 
Pollock, through the decades with McMeal, Shaw, 
Dickson, and Stewart, to the more recent years of Bu- 
chanan, Werder, Hays, Weiss, Miller and Griffith, and 
many others who yet grace the roster of this institu- 
tion. A hospital is indeed fortunate when, after more 
than three quarters of a century, it is able to scan with 
pride the names of the staff members who have served 
in former years. A hospital is only as strong as the 
ideal which actuated its inception and the success with 
which the personnel has been able to carry forward 
that ideal. It is a shortsighted policy to allow the com- 
plete attainment of such an ideal, for as we labor and 
strive to reach a goal, we should have a sufficiently 
constructive imagination to see still further into the 
future, the greater concept and the larger idealism 
which urges us on to greater things. Thus we are the 
happy slaves of our own hopes, enjoying the oppor- 
tunity of making sacrifices of our selfishness to apply 
our best resources to the assistance of others. This is 
true charity for which no apology need be made by 
him who gives nor by him who receives. 

There is no profession which serves the cause of 
charity more freely or less complainingly than the 
medical. This materialistic age, which desires to be 
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informed in terms of graphs and statistics, is unable 
to reckon the incalculable revenue which is denied the 
medical profession through charity. The doctor serves 
in a mission field of his own, the permanency of his 
work being in proportion to the sacrifice which he has 
made in striving for the ideals which were established 
in his mind in the early days of his career. It is in the 
period of youth when the world looks its best and each 
dawn is painted in rosy tints; it is then that the inner 
spirit of hope establishes a vow pledging the pursuit 
of highest ideals. Those who climb onward and ever 
onward, letting nothing distract them from these noble 
principles, reach that comfort with the ripening years 
that all the gold of Croesus cannot buy. 

It is often difficult for the young man to obtain a 
clear view, in the early days of his career, of the part 
he is to play in the complex of human activities. The 
materialism of the day is only too easy a route to 
which he becomes attached, and on which he is 
whirled off into the space of complete oblivion. Once 
caught in this temporal machinery, there is no turning 
back, and the awakening after years of crushing com- 
petition comes with retirement from practice, when 
ambition has been dampened and the figure is led from 
the stage of life, a tottering and pathetic soul. Was this 
worth the effort ? 


Early Care of Sick 

Each hospital is like a human being. It has ideals, it 
has life, it requires care, and it must take cognizance 
of the times and its surroundings. But this complex 
throbbing institution did not develop full-fledged at 
its early beginning. In spite of contrary opinions, the 
germ of the hospital idea may be seen in pre-Christian 
times. The temples of Saturn in ancient Egypt are 
known to have existed some 4,000 years before Christ ; 
and these combined the activities of a hospital with 
those of a medical school. Subsequently, the same idea 
was adopted in Greece where the most famous were 
those of Assculapius at Cos, while others less known 
were established at Cnidus, Rhodes, and Epidaurus. 
There was reason both in Egypt and in Greece for 
the custom of laying the sick in the precincts of the 
temples, inasmuch as the priests of the temples were in 
possession of the knowledge respecting the cure of the 
patients by material and mental therapeusis. At the 
beginning of the Christian era we learn of the existence 
of open surgeries, of various price and reputation, the 
specialization of the medical profession and the pres- 
ence of women practitioners, often as obstetricians. 
Many towns built out-patient clinics at their own cost, 
and this practice has continued down to modern times. 
Among Christian people no institutions for the con- 
tinued care of the sick were founded until the time of 
Constantine. A law of Justinian, referring to various 
institutions connected with the Church, mentions 
among others the Nosocomia, which corresponds to our 
idea of hospitals. In a. p. 370 Basil built one for lepers 
at Cesarea, and from then on, each established city 
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had one developed within its boundaries. Concurrent 
with the appearance of the hospital, attendants to the 
sick dedicated their lives to this cause. Fabiola, a rich 
Roman lady, founded the first hospital at Rome pos- 
sessed of a convalescent home in the country, and she 
herself devoted her life to nursing. 


Purpose of Hospitals 


All through the ages we find the purpose of the 
hospital was not only the care of the ill, but also the 
training of the medical student and the nurse. It does 
not suffice to establish a refuge to which those in the 
distress of illness may retire, but there must also be 
a constructive purpose, wherein the mistakes of yester- 
day may teach us the road to success tomorrow. The 
principles upon which our schemes for the care of the 
health of the public are founded, are modern only in- 
sofar as the development of a codperative plan was 
made possible by the better education of all of the 
parties involved. 

We have come to realize that all the laws of Chris- 
tendom will fail to bring greater happiness and health 
to the people in the absence of faithful interpreters of 
the simple regulations of our forefathers. And amidst 
the complexities of modern life, where the masses of 
the people are no longer in touch with the simplicity 
of Mother Nature, new agencies have of necessity 
arisen to guide the uncertain steps along the path of 
health. 

Broadly speaking, there are three parties to the 
compact. The first are those whose duty it is to study 
the environment and the conditions under which the 
health of the people is undermined, and it is their duty 
also to determine upon a plan to combat these baleful 
influences. It is in the realization of the value of these 
studies that the past generation has contributed so 
richly to the support of research in medicine. The vield 
from these investments has been inestimable. The sec- 
ond group consists of those agencies which put into 
effect the knowledge gained by such research — and 
the most effective of such agencies lie with the prac- 
ticing physician, the nurse, and the hospital. Lastly, 
the third group consists of the public at large, whether 
in health or in sickness, whose intelligent codperation 
is essential if the work of the first two groups is to be 
successful. 

The time is long past when the investigator and the 
physician can leave in ignorance the people with whom 
they have to deal. It has been repeatedly proved that 
the greatest progress in the matter of public health, 
and I speak of this in its broadest terms, can be ac- 
complished when the people whose care is placed in 
our charge possess a reasonable understanding of the 
menace of disease, and the weapons wherewith we 
mean to maintain their safety. The public are inter- 
ested in their own well-being and are desirous of know- 
ing the manner in which they can avoid disease, as 
well as the means which are at hand to set them aright 
when misfortune of illness has overtaken them. In the 
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past our own ignorance of the “causes and seats of 
disease” has prevented us from taking into our inti- 
mate confidence those who were most deeply inter- 
ested. Today, with the remarkable advances in the 
knowledge of human biology, with the better under- 
standing of the causes of disease and with an insight 
into the pathology of clinical manifestations, we are 
able to be very frank with all who exhibit an interest 
in human welfare. Many problems are yet to be solved, 
and none has found the key to eternal youth. 

I cannot voice this view too strongly, that the fullest 
codperation must be sought between the investigator, 
the practitioner, and the public. The confidence of one 
to the other must be established to insure the continu- 
ity of the work which is already under way. You have 
done your share in Pittsburgh, and you have reaped 
handsomely of the fruits made available through pri- 
vate munificence. But you cannot rest on the laurels 
of your past performances, and your efforts must un- 
tiringly carry you to greater heights, for to stand still 
is but to go backwards. 


Hospital’s Codéperation 

On this program of endeavor it is necessary to lay 
especial emphasis upon the encouragement of the en- 
tering generation. The time will come, and only too 
quickly, when we will needs “pass on the torch” to 
younger hands. It is theirs to hold it steady, to feed 
its flame and to carry it on to greater heights than we 
were ever able to attain. But they must be prepared 
for this task, and it is for us to give them a helping 
hand until their own footsteps are firm and sure. Let 
us not be too severe in their upbringing, but allow them 
some freedom to delve more deeply, for their bright 
eyes can see more clearly than we may be willing to ad- 
mit. I plead for the opportunity of your younger staff 
to carry on research. Both time and money are well 
spent when research can be stimulated in those who 
have initiative and imagination. Research in its be- 
ginnings should always be carried on under supervision 
and by “supervision” I do not mean restriction, but 
intelligent guidance whereby a sane interpretation may 
evolve from a series of logical observations or experi- 
ments. 

In every branch of medical practice, as well as in 
every type of medical laboratory, there are innumer- 
able problems awaiting solution. Who is there, other 
than the individual with whom the problem has arisen, 
better fitted to approach the solution of that problem ? 
He is the proper person to answer his own question. 
But that answer must be based upon incontestable 
proof gained through his own direct efforts. That may 
seem obvious and trite, but I have made especial men- 
tion that the proof must be gained through the efforts 
of the author, as there have been some unhappy ex- 
amples of scientific plagiarism in the medical field. 
However, let us not concern ourselves with those who 
do not play the game fairly, for it is so much more 
pleasant to be in the company of young enthusiasts 
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endowed with good sporting principles. Mercy Hos- 
pital has always been fortunate in having keen young 
men seek the shelter of her roof to carry on the mission 
of their lives. With a little encouragement and an oc- 
casional helping hand they will repay the indebtedness 
by the superior quality of the work which they will do 
in the subsequent years in the wards. 

I need not assure you that research does not require 
marble halls in which to search for the truth, but 
rather a kindly interest and some small place to work. 
Nor is all research done in the laboratory. It is the 
usual finding that the spirit of research reflects the 
spirit of the institution and its officers. I should like 
to see an annual income of $10,000 placed in the hands 
of a research committee at Mercy Hospital, and I am 
sure some of the kindly benefactors of this hospital 
will see “eye to eye” with me. This is a matter I may 
leave with you for serious contemplation. 


Advancement of Medical Science 

Since the founding of Mercy Hospital, greater ad- 
vances have been made in medical science than the 
world has known in the history of man. During this 
period surgery has been robbed of its pain and fear; 
bacteriology and its allied subjects have assisted in 
extending the expectancy of the life of man by eleven 
years; pathology has helped to give an understanding 
of the cause of disease, whereby a more rational treat- 
ment can be undertaken; and chemistry has offered a 
new approach both in the diagnosis and treatment of 
disease. The enormity of the work which has been 
performed can best be realized by visiting a well- 
organized library and browsing over the periodicals 
and monographs which have accumulated during the 
past 50 years. The names of great men are strewn 
through the pages of this monumental structure — 
names which will live on and serve as encouragement 
to those who have dedicated their lives to scientific 
medicine. 

Today the science of medicine is conceded first place 
over the art of medicine. Modern medicine deprived of 
scientific guidance falls into decay and soon smacks of 
medievalism and quackery. The sound structure which 
has been erected to shelter the practice of medicine 
cannot and must not be allowed to slip from the high 
plane on which it has been placed. The foundation 
has been deeply laid, and rests upon the sound princi- 
ples of chemistry, physics, and biology. These, we have 
no fear, will support it for all time to come, but new 
abutments must necessarily be constructed to aid in 
the support of the superstructure which at times ap- 
pears top-heavy with the rapidity of the development 
of specialties in medicine. Specialism can only be valid 
when the specialists are familiar with the foundations 
upon which they stand. Otherwise they are only a deli- 
cate fringe upon the cornice of our edifice, suffering the 
storms of criticism and dashed to earth in a few 


decades. 
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Readjustment of Human Activities 

There is no better time than the present to contem- 
plate the readjustment of all human activities, that we 
may more logically and humanely deal with each oth- 
er’s needs and not be called upon to disrupt the social 
order of all peoples. Our civilization has failed to 
strengthen the very foundations upon which it was 
relying for future prosperity, and by this fault has 
tumbled upon our heads confusion, distress, and dis- 
appointment, until the best of our philosophers, econ- 
omists, and administrators fail to find an adequate so- 
lution. The more optimistic of the community assure us 
of the temporary character of the unrest, and that pa- 
tience and muddling along will bring us to the sunny 
shores of better times. It is remarkable how well hu- 
manity has survived periodic upheavals with no more 
definite plans than temporizing and muddling along. 

However, man possesses a faculty which helps him 
over the difficult places, which comes to his rescue 
when all else has forsaken him — and that is faith. 
Be the times ever so hard, and be the fates adversely 
pitted against him, he who possesses that seed of faith 
will see it grow to give him courage. Faith in his own 
ability, faith in his partners in distress, and faith in the 
greater ideals of humanity will lead peoples to over- 
come their greatest adversaries. A happy optimism 
gives strength, and optimism is naught else than the 
doctrine that everything in nature is for the best, and 
this belief is based upon faith. It need hardly be urged 
by me that our own profession is much in need of 
greater faith, but this faith must rest upon truth, and 
not a blind hope related to confidence in the stock 
market. We must adjust ourselves and our work to 
the everchanging times, and we must keep informed 
of the advances which year by year place better weap- 
ons into our hands to combat the inroads of disease. 

Research in science goes on in good times and bad, 
and many notable discoveries and advances were made 
during times of greatest social unrest. Bichat was 
working in his attic, defining the structures of the 
body, and giving us a basis of differentiation of tissues, 
while in the street below the howling mobs of the 
French Revolution were tearing kings from thrones 
and casting into prison all who did not wax enthusi- 
astic at the sight of aristocratic blood. In fact, it is 
one of the anomalies of our civilization that in periods 
of riches and plenty man seeks an effortless life and 
shows no enthusiasm to evolve new things nor to hew 
new paths through the jungle of ignorance. Not until 
by some rude awakening, or by the shock of financial 
or social embarrassment does man aggregate his best 
efforts to carry to a successful issue problems which 
he had deemed impossible of solution. 


Preparing for the Future 
And so, too, at present, we are not justified in find- 
ing fault with the past, nor in being pessimistic of the 
future. We have a greater burden to bear, and the road 
itself is much rougher than it was, but with faith and 
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a determined effort we will not only win in our under- 
taking, but we can accumulate an experience and pre- 
pare a new way which will be helpiul in future prob- 
lems. In both the United States and Canada there has 
been considerable discussion upon social medicine, and 
a strong stand has been taken by a large division of 
the profession against further development of the plan. 
What views may be entertained in the distant future 
upon this subject, we cannot say, but for the present 
the physician must display an equal tolerance with the 
opinion of the public as he does with his consultant at 
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the bedside. Nor need we fret ourselves into white 
heat, wasting our time in idle argument, while our du- 
ties to the sick call aloud for our time in the service 
of better medicine. 

Each of us and every hospital must offer a small 
contribution at the altars of the science of medicine, 
be this by research, by logical practice, or by skillful 
care in nursing. May we ever keep a high idealism be- 
fore us, and temper all our efforts by a humanism, 
which was the basis of the organization of the Sisters 
of Mercy. 


The Spirit of the Hospital Makes the 


School of Nursing 
Sister M. Hilda 


sphere which gives life and color to the institu- 

tion, is difficult to define.* It does not pose for 
the photographer's camera, nor can it be detected with 
the microscope, nor, by even the most powerful X-ray. 
Still it is present and is one of the most important fac- 
tors in the success of the school of nursing. We shall 
attempt to examine it from different aspects—from 
the professional, the scientific, and the religious view- 
point. 

The professional spirit, or the spirit of service, is 
like a magnet. It always points in one direction ; name- 
ly, to the patient. He is the most important person in 
the hospital, the sole reason for its existence; there- 
fore, hospital organization must be focused on the very 
best care of every patient. Codperation between de- 
partments is essential, yet each department must carry 
on conscientiously its own particular function. Thus, 
every patient will receive the greatest benefit of the 
skill and experience of the physician, the nurse, and 
the technician, in brief, of the whole hospital per- 
sonnel, to be restored to health as speedily and effi- 
ciently as possible. 

This fact is forcibly emphasized in the American 
College of Surgeons’ 1929 Manual of Hospital Stand- 
ardization : 

Owing to the varied nature of hospital work and.the obli- 
gation to provide the most efficient care for each patient 
treated therein, and to obtain the best results from such 
treatment, we must at all times give the nursing service seri- 
ous and sympathetic consideration. While hospital service is 
composite in nature, being made up of many codrdinated 
units, it must be admitted that nursing plays a major part in 
the care of the patient. The success of the treatment of any 
patient in the hospital depends largely upon the effectiveness 
of each of the unit services rendered. This applies particularly 
to nursing because of the intimate relation it has at all times 
to the physical welfare of the patient. In making these state- 
ments it is not intended to leave the impression of under- 
estimating the value of the other important services contrib- 
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utary to the patient’s welfare. All are necessary, and each 
must be performed in a thorough manner. To every patient 
in the hospital the doctor stands first, and the nurse next, in 
relation to their best welfare. The doctor in charge of the 
patient makes the diagnosis, treats the condition, and leaves 
the necessary orders to be carried out in his absence. All his 
work, however, may be for naught if the nursing service 
should fail to carry out these instructions promptly and ac- 
curately and render efficient routine general care. 

The nursing service of any institution bears a definite re- 
lation to the end results obtained in the treafment. A sound, 
practical, intensive nursing service in a hospital will invari- 
ably produce better results in diagnosis and treatment. Nurs- 
ing education should prepare the nurse to think more freely, 
clearly, logically, and accurately, hence prompting her to act 
more readily, intelligently, precisely, and efficiently, all of 
which tends to better care of the patient. We should therefore 
think of nursing education in terms of better care of the 
patient both from the curative and preventive aspects. 


The Professional Spirit 

The professional spirit of hospital organization is 
one of the factors which go to make up the spirit of 
the hospital. It is a spirit which begins to exert its 
influence on the student nurse from the beginning of 
her training. At first she senses its presence in the hos- 
pital without being able to detect what it is. It is a 
spirit which Sisters, doctors, and nurses have. She 
realizes that it is something which she needs; some- 
thing which, until she possesses, she will be out of har- 
mony with the spirit of the institution. By degrees she 
acquires it, partially by conscious effort but principally 
by an unconscious absorption of methods and manners 
which are constantly impressed upon her by a truly 
professional spirit of the hospital. To inculcate this 
spirit of service or professional spirit, the student 
nurse must receive the very best practical and theoret- 
ical training. 

The scientific spirit emanates foremost from the lec- 
ture halls, the laboratories, and the libraries. However, 
if it were confined to these places and did not reach out 
to the bedside of the patient, it would spell failure, a 
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worthless expenditure of time, money, and energy. 
Science teaches us the why and wherefore of hospital 
procedures ; but these cold scientific theories and laws 
must be put into practice in order to master the art of 
nursing. This art of nursing consists in a multitude of 
details that may seem insignificant, and a boresome 
repetition to the thoughtless, but are fully appreciated 
by the nurse imbued with a truly scientific spirit. The 
student nurse must seek and find scientific answers to 
the many problems she meets within the sickroom. 
She must learn what she can do for her patients even 
in cases when the doctor’s orders are characteristic for 
their brevity and by an absence of minute instructions. 
This is especially true in chronic conditions. Dr. James 
Walsh’s article on “Practical Psychology and Psycho- 
therapy” (Hospitat Procress, Vol. V, p. 106) may 
serve as an illustration: 

Of old it was said the physician can seldom cure; he can 
nearly always relieve; he can always console. That is just as 
true now as it ever was. We have reduced the death rate and 
lengthened life, but that has only served to have people live 
on to the age when they die of lingering diseases of the arter- 
ies, the brain, the kidneys, and the heart. The nurse has be- 
come ever so much more important and is ever so much more 
needed. Hospitals have increased in capacity and will con- 
tinue to grow because we shall have ever-increasing numbers 
of ailing people who cannot be cured but who can be helped 
and consoled, and who can have their complaints assuaged by 
our lifting the burden of fear of the worst. The dread of un- 
fortunate developments that weigh them down makes them 
suffer often much more than the physical condition which 
they have. For this the nurse can be extremely useful. Years 
ago Dooley said that he did not mind what sort of physician 
or remedy he had for a pneumonia patient so long as there 
was a good nurse. It is quite true that the nurse for many of 
these cases means even more than the physician. 

This is not at all to say that the treatment depends upon 
her or that she has anything to do with the regulation of the 
drug or physical treatment, but that the successful therapy 
depends to a very great extent on the atmosphere which the 
nurse creates around the patient. Favorable influence of all 
kinds can thus be secured that will often serve to make the 
patient more comfortable than anything the doctor may be 
able to do. There are any number of complaints, even pains 
and aches, and discomforts of body and mind, that have been 
relieved by remedies which subsequently proved to have no 
therapeutic value of any kind or even to be slightly harmful; 
and yet they did good because they were taken by the pa- 
tient with confidence that they would produce a favorable 
reaction. 


Scientific Spirit in Action 

Since the hospital is really the laboratory in which 
the student nurse is taught how to apply her theo- 
retical knowledge, the importance of a truly scientific 
spirit in the hospital cannot be overestimated in the 
training of the student nurse. No applied science can 
be taught successfully without thorough laboratory 
instruction. The knowledge which a student obtains 
from her classroom work will be imperfect and open 
to many misconceptions and erroneous ideas unless 
supplemented by laboratory experience. From this, 
the extreme necessity of a thoroughly scientific spirit 
in the hospital is evident as a factor in the training of 
the nurse. It is the spirit which will foster that jus- 
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tifiable self-reliance which results from the realization 
that her knowledge is dependable and that her methods 
are approved by the best authorities of the time. 

Finally, a few words on the religious spirit, the spirit 
of sacrifice, which is at the very foundation of our in- 
stitutions. Why do we conduct our expensive hospitals, 
though confronted by so many difficulties? Is it not 
in order to please God by taking care of His poor and 
suffering children? We read in the Holy Bible how 
Jesus went about doing good, healing the sick and 
comforting the afflicted. Those days of grace are not 
passed. Jesus Christ, the Son of God, is still with us. 
We behold Him with the eyes of our faith, and it is 
our duty or rather our great privilege to keep Him in 
the hospital. Rev. John P. Boland expressed this truth 
very beautifully in his paper on “Christliness in the 
Hospital” (Hosprtat Procress, Vol. VI, p. 419) : 

There is Christliness in the hospital when the humble 
meekness of the Master is copied oftener and more consist- 
ently than is caricatured, when by conscious effort, by per- 
suasive example, and, if need be, by positive command, the 
hospital’s habit of meekness is finally formed. The lapses, if 
they must occur, and they will, must be rare and exceptional. 

In the last analysis, these virtues which spread so benig- 
nant an influence over every contact between the institution 
and those who use it, are but component parts of the love of 
God. Pass love through the prism of religion and it will break 
up into prudence and fortitude and meekness and humility 
and the rest of the color virtues. Coalescing, they indicate 
religion, the pure and undefiled religion which the Apostles 
had from the lips of their teacher, the religion which never 
sours in the heart that flowers. These virtues are not too rare, 
they are not too exalted. They are to be expected in every 
physician, in every nurse, in every Sister exercising mercy 
within the tear-stained walls of our “Hotels of God.” 


The Religious Spirit 


Religion, to be effective, must not be like a cloak 
to be put on at certain hours of the day, or as a Sun- 
day dress; we must live it, every hour of the day and 
every day in the year. Thus we may hope to inculcate 
a deeply religious spirit which will beget strength of 
character, and a high regard for a life of purity, devo- 
tion, and service. The varied duties of a nurse often 
bring her to the crossroads, and it is there, where the 
headlight of faith will most clearly show her the road 
of devoted service, while the voice of conscience will 
warn her not to leave the highway of duty for the 
byway of pleasure and carelessness. Take for instance, 
the seemingly simple matter of answering a patient's 
call. Three roads are open to the nurse. She may ignore 
the call, but if she does, let her look down the corridor 
of life and see the word failure glaring into her eyes 
that it may deter her from being a traitor to her chosen 
profession. Let conscience awake her and welcome the 
second call from the patient. This time she answers, 
she performs what she is strictly bound to do, not very 
graciously however. She remains on the highway of 
duty, but she will never amount to anything in the 
profession, she will not succeed in the school of life 
until she takes the road of devoted service, where she 
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does her very best for every patient, efficiently, kindly, 
and cheerfully, with a spirit tender and patient, yet 
strong and enduring, a Christlike spirit. The religious 
spirit in the hospital is the activating and motivating 
spirit of both the professional and scientific aspects. 
It is this which makes the hospital typically Catholic. 
Without its influence, the professional spirit may de- 
teriorate into lifeless professionalism and the scientific 
spirit may assume the role of an arbitrary dictator 
instead of a useful servant. It is the hospital’s philo- 
sopher’s stone which transforms professional and scien- 
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tific labor from the common clay of humanitarianism 
into precious nuggets of Christian Charity. It is the 
most noticeable but the least definable of any of the 
spirits which surround the Catholic hospital. The re- 
ligious spirit in the hospital will give to the student 
nurse a powerful X-ray which will enable her to see, 
not only during but after training, beyond the fleshy 
covering of things and interpret life’s values according 
to their true worth. It will help her in her own per- 
sonal problems and in the problems which call for solu- 
tion in the course of her professional career. 


Planning for the Industrial Hospital 
Sister Mary Odilo, R. N. 


pital in this country, to the present day, with its 

more than 8,000 hospitals housing approximately 
a hundred times that number of beds. Beginning in the 
quiet town of Philadelphia a century and three quar- 
ters ago, the recognition of the need for institutional 
care has grown until there are, today, few communities 
that do not possess access to some hospital near by. 

The significance of the hospital as a national insti- 
tution is better appreciated when we think of the hos- 
pital field in terms of a gigantic city of more than 
1,000,000 population representing patients and resident 
personnel. 

In an enlightened community the hospital of today 
is a vitally important institution, closely related to 
the family, and to the civic life of the American people. 
While originally designed for the care of the sick only, 
the hospital has continually broadened its function, 
until it gives promise of being generally accepted as a 
community health center. 

An interesting development of recent times, and es- 
pecially prominent during the past few years, has been 
the building of large hospitals and medical centers, 
with well-rounded units for diagnosis, for the treat- 
ment of disease, for the education of physicians and 
nurses, and for research. 

It has been remarked that the hospital has assumed 
the position of a public utility and that it is as nec- 
essary to a community as are industries, good roads, 
churches, and schools. Nevertheless, the incentive for 
the erection of a new hospital plant is not entirely a 
matter of the recognition of a need. Often a mixture 
of reasons, some laudable and others occasionally less 
praiseworthy, have given rise to the attempt to raise 
funds for the building of such an institution. 

From the standpoint of size alone, it may be said 
that when a community attains a population of 200, 
there enters a need for the presence of a hospital. In 
formulating a decision as to the number of beds a 
community should possess in caring for its sick, the 
experience of other cities, or towns, should be useful. 


[: is a far cry indeed from 1750, with its one hos- 


It may be said, therefore, that with the growth of any 
community there frequently comes a realization that 
some part of its public-utility equipment is missing 
and that, although transportation, industrial, and edu- 
cational needs have been satisfied, the health of the 
people has not been fully safeguarded. As a result, a 
hospital program is formulated. 

Sometimes a wealthy family contributes sufficient 
money to construct a hospital. It may be said, much 
to the credit of such institutions, that they usually 
develop into general hospitals whose doors open wide 
to all who need aid, irrespective of nationality, color, 
or creed. The incentive and even the need for the con- 
struction of a hospital are, however, but the earliest 
steps in what usually proves to be a long and difficult 
journey. In the first place, perhaps in the minds of a 
few persons, there is in the average community an 
utter ignorance of the financial and scientific difficul- 
ties inevitable to the conduct of a hospital. Moreover, 
local physicians are not likely either to be able to fur- 
nish general information or to give accurate figures 
upon which to judge the financial future of such an 
institution. 

The first important step to be taken, therefore, is 
to bring about a thorough study of the district to be 
served, from the standpoint of the existence of needs 
that should, and could be, met by the proposed hos- 
pital. Population figures are of great importance. In 
industrial communities, certain preventive and cur- 
ative accommodations have been provided in the form 
of dispensaries and community social-service organiza- 
tions which relieve in a way the hospital load. 

Many factors enter into such an estimate. A knowl- 
edge of the degree of prosperity enjoyed by the com- 
munity in the past and at the present time, as well as a 
knowledge of the average family income and expendi- 
ture, are of the greatest importance. The possibilities 
of labor difficulties and of continuation of employment 
at living wages for members of the community are fac- 
tors to be given much thought. If the area is largely 
industrial and the hazard is high from the standpoint 
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of handling machinery, more surgical beds will be re- 

quired. If wages are high and if the thrift of families 

generally is such that they are able to pay as they go, 
the economic division of beds will be greatly affected. 

In regard to the number of beds required for the vari- 

ous hospital services, it may be said that it has been 

the experience that approximately 26 per cent are re- 
quired for medical cases, 42 per cent for surgical, and 

12 per cent for maternity cases. 

In an average community where there is a strong ad- 
mixture of the laboring class, no more than 30 per 
cent of hospital beds should be in private rooms. 
Today, there seems to be a strong and commendable 
tendency to provide ample facilities for the treatment 
of semiprivate cases. When the number and types of 
beds has been roughly estimated, it should be possible 
to learn something definite concerning the possible fu- 
ture financial burden of the community. 

The principal elements that determine the size, 
mass, and cost of a hospital building, and that reflect 
principles and practices of administrative significance 
are: 

1. Well-equipped receiving, emergency, and dressing rooms on 
ground floor. 

2. Well-equipped X-ray department, adjacent to emergency room, 

or at least on the same floor. (This is essential in industrial 

institutions.) 

. Admission, cashier, bookkeeper, and superintendent offices, 
record room. 

. Lobby, large public waiting rooms, reception room. 

. The proportion of private, semiprivate, and ward beds. 

. Space allowed for each bed. 

. Actual number and size of accessory space allowed for toilets, 
baths, ward kitchens, utility, and storage rooms, examining, 
treatment. and consulting rooms, and nurses’ station. 

8. Amount of space assigned to diagnostic and therapeutic pur- 
poses. 

. An ample supply of orthopedic appliances, fracture beds, 
Bradford frames, and splints. 

10. Provision of duplicate ward beds. 

11. Culinary services. (Kitchens, spaces for food storage, prepara- 

tion, and distribution of foods.) 

12. Laundry. Laundry chute. 

13. Linen and sewing rooms. 

14. Central storerooms. 

15. Power and heating plant. Mechanical repair and workshop. 

16. Incinerators. Pipe shafts. Rubbish chute. Ventilating ducts. 

17. Teaching and other facilities for school of nursing. 

18. Housing of hospital personnel. 

19. Location of chapel. y 

It is from an intimate study of these elements, their 
functions, proportions, and relations that hospital plan- 
ning must derive its rules of practice. 

In the housing of patients, a fundamental principle 
arises as to the division of patients. In some hos- 
pitals, the clinical subdivision is rigidly enforced, viz., 
surgery, medicine, pediatrics, and maternity, etc. In 
others the private, semiprivate and ward patients are 
segregated from one another. Many complaints are 
caused by badly planned hospitals where no special 
system has been followed. 

The administrative department needs little expla- 
nation. 

In the medical service department are included all 
the scientific and therapeutic facilities, the operating 
department, birth department, X-ray clinical labora- 
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tories, physiotherapy and cardiography departments, 
pharmacy, metabolism, and medical records depart- 
ment. 

The hotel service is that necessary in “a house for 
entertaining strangers.”’ Heat, light, power, clean linen, 
good food, and clean quarters are expected of any host. 

Whether the hospital has its own power plant, or 
not, depends on public service. Storms or accidents 
may, occur and the service may be cut off at a most 
critical moment. It is wise to provide emergency lights 
in the emergency room, operating room, and such other 
places as may be needed. This service may be rendered 
by having certain lights on a storage-battery system 
available at all times. 

What has been said regarding the planning of hos- 
pitals pertains to any or all hospitals, be they general, 
private, or industrial. It is altogether a matter of ad- 
ministrative program how the available floor area of a 
given building shall be subdivided. Hence, the hos- 
pital authorities, not the architect, are ultimately re- 
sponsible for the character of a ward, or semiprivate, 
patients’ building, its capacity, and its relative cost. 

East Chicago, with its favorable location in the heart 
of the Calumet District, has long since taken a leading 
position in the industrial world. This “Workshop of 
America” supplies a world market with the products of 
its skilled plants. Its fabricated steel, its refined petro- 
leum, its chemicals, and its metals daily reach markets 
in the most distant places. Within a city area of twelve 
square miles are situated about 45 major plants, many 
of them nationally known and most of them manufac- 
turing products which are distributed to purchasers 
throughout this country and abroad. The executives 
and workers of the present-day community are con- 
stantly building up a still more powerful industrial 
center, responsible to the needs of a large area, stra- 
tegically situated for the assembling of its raw ma- 
terials and equally well placed, in the matter of ad- 
mirable transportation facilities for the distribution. 
Labor is another required element and here is found a 
reservoir of it, both skilled and unskilled. East Chi- 
cago is next door to Chicago, the great marketplace of 
the middle west. 

East Chicago in more ways than one, is an anomaly 
among cities. Perhaps nowhere else in the whole world 
is there another city of 50,000 people without a hos- 
pital. One of the most forward civic steps and one 
which has contributed much to the happiness and wel- 
fare of the people of East Chicago was the decision of 
the Manufacturers’ Association of East Chicago and 
Indiana Harbor to build a hospital which would serve 
the people. 

From the outset, it 
planned the details of the building and equipping of 
the new hospital to combine utility with pleasing sur- 
roundings. St. Catherine’s Hospital itself typifies this 
aim. While it is in no sense of the word an ornate 
building, still it is pleasing in both interior and ex- 
terior appearance. 


was the aim of those who 
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Many of the ideas which have been carried out in 
building of large industrial plants were employed in 
the construction of the building and in the layout of 
the various working units, such as food preparations, 
workrooms, laundry, operating rooms, and many other 
departments. No money was spared in giving the hos- 
pital the best technical equipment obtainable. Much 
thought and time is devoted to making the patients 
comfortable and happy while within the doors of St. 
Catherine’s Hospital. 
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MERCY DAY AT PITTSBURGH 


The celebration of Mercy Day, September 24, marked the 
eighty-fourth year of the hospital. Annually, since 1921, the 
hospital management and staff has presented a clinic day 
and lecture by a prominent member of the profession. This 
year the hospital was particularly fortunate in having for its 
principal speaker Dr. Oscar Klotz, professor of pathology and 
bacteriology of the faculty of medicine, University of To- 
ronto, Canada. Dr. Klotz was formerly a member of the 
Mercy Hospital staff, being pathologist from 1910 to 1920. 
During this period he was also professor of pathology at the 
University of Pittsburgh. The return of Dr. Klotz attracted 
his former associates, students, and members of the profession 
in such numbers as to record a very large attendance. 

The morning clinic session in the amphitheater was com- 
posed of ten-minute presentations of clinical interest by mem- 
bers of the hospital staff and assistant physicians. A number 
of the speakers reported results of original clinical studies 
that have been in progress during the past year. The program 
of the morning session was the following: 
Cortical Tumor Associated with Virilism 
Arthroplasty of the Hip Joint F 
Treatment of Cranio-cerebral Injuries by 

Hypertonic Solution . 

Embolism Following Coronary Occlusion 

Intravenous Therapy : 

The Blood Iron in Anemia . F , 

Discussion of Aplastic Anemia and Exhibition 
of a Case me? ‘ 

Concerning the Question of Nephrosis ; 

The Presentation of Three Cases of 

Caisson Disease eae ae 
Acute Osteomyelitis: Report of a Case 
The Function of Periosteum in Regeneration of Bone 

in Nonunion with Acute Osteomyelitis J. O. Wallace 
Surgery of the Biliary Tract E. P. Buchanan 
Presentation of Urological Cases E. J. McCague 
Trichomonas Vaginalis a ae Frodey and Pachel 
Relative Mortality of Pneumonia in Pittsburgh as 

Compared to Other Cities a 
The Pneumonia Problem in Pittsburgh W. W. G. Maclachlan 
The Presentation of Neurological Cases Wright and Mitchell 

The afternoon session in the auditorium of the nurses’ 
home was opened by Dr. G. C. Weil, who presented as his 
subject “Larval (Maggot) Therapy.” The technique of prepa- 
ration and method of implantation of larve into wounds was 
shown by a moving-picture demonstration. This study has 
been in progress in the biological laboratory of the hospital 
under the direction of Dr. Weil and the complete procedure 
which has been developed was shown for the first time at 
this meeting. 

The principal speaker, Dr. Klotz, was welcomed by Dr. 
W. W. G. Maclachlan. Dr. Klotz in his address reviewed the 
founding and the early history of Mercy Hospital and its 
relation to the development of the community. Drawing from 
his fund of experience in medical teaching and education, he 
pointed out the correlation between the treatment of the 
patient and progress derived from medical research. Further, 
he stressed the value of postgraduate training in the develop- 
ment of young men and the part which the hospital may play 
in creating the opportunity for such training. 
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THIS GROUP, NOW BUILDING, 
WILL BE COMPLETELY EQUIPPED 
WITH AMERICAN STERILIZERS . . 


Architect: Coolidge, Shepley, Bulfinch & Abbott 
Consultant: Dr. Winford H. Smith 
General Contractor: Mare Eidlitz & Son, Inc. 





AMERICAN STERILIZER COMPANY 


1202 Plum St., ERIE, PENNSYLVANIA 
EASTERN SALES OFFICE: 200 Fifth Ave., New York City 
CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Winnipeg, Calgary 











The photo above shows an adhesive strapping for a frac- 


ture of the upper ribs. A difficult place to maintain support 
because the dressing is inclined to ‘creep’ due to respira- 


tory action. Curity adhesive means more effective dressings 


becouse it “creeps” less. 





NEW INTERFOLDED CELLUWIPES 


Ready-made of specially processed Cellucotton, 
for every wiping use... Interfolded for greater 
convenience and cleanliness. Packed in bedside 
size cartons. 





Proved 


The best adhesive for you to use is the one that 
makes possible the most effective dressing . . . This 
test proves that is Curity. 


The effectiveness of an adhesive strapping de- 
pends on how well it maintains the support it was 
so carefully applied to give. And Curity does that 
better than other achesives, because it “creeps” 
less than any other, as this test shows. It stays in 
place better and longer under the strain of body 
movement. It guarantees the best possible adhesive 
dressings, the quickest and surest results. 


Use Curity for better adhesive applications and for 
more convenient handling of adhesive in your 
hospital. 
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The ADHESION Test 


This chart shows the pull, in pounds, required to strip Curity 

and four other brands of adhesive plaster off a smooth surtace. 

Notice that Curity withstood greater strain, before slipping, 
than any of the other four. 


ADHESIVE 











